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In previous work it was shown that the time required for accom- 
plishing binocular fusion can be measured subjectively. This was done 
by slowing the fusion response through the interrupted presentation of 
brief fusion stimuli.':** It was hoped that this simple method could 
be suitably standardized so it would be of value for measuring the 
strength of binocular fusion in patients. In the present paper an 
attempt to accomplish such standardization is briefly described and 
the reason discussed why this was not successful. This is followed by 
a description of a new objective method for measuring velocity and 
extent of binocular fusion movements by recording such movements 
cinematographically.* 

STANDARDIZATION OF SUBJECTIVE FUSION DETERMINATION 
METHOD 

Previous investigations of binocular fusion have suggested that 
fusion times not only depend upon the subject's fusional power. but 
also upon the amount of heterophoria. It was. therefore, intended to 
standardize the determination of fusion time by eliminating individual 
differences in heterophoria. In order to accomplish this it was attempted 
to make each subject orthophoric by a suitable prismatic correction. 
After such correction a standardized prismatic deviation was intro- 
duced in the hope that this would result in approximately the same 
degree heterophoria in each individual and in turn would permit a com- 
parison of fusion times at the same heterophoria. The natural hetero- 
phoria of the subject was determined after occluding one eye for 20 
seconds while the other fixated a point light source mounted in the 


*Submitted on November 26. 1957. for publication in the February, 1958. issue of 
the AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY 
OF OPTOMETRY. Dr. Gerhard A. Brecher is now Professor and Chairman, Depart 
ment of Physiology. Emory University. Emory University. Georgia. Fellow, Ameri 
can Academy of Optometry 

*Parts of this work have been previously reported as abstracts®. * and as a thesis." 
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center of a tangent screen at six meters distance. At the end of this 
time the occluded eye was exposed for 1/25 of a second and the double 
image localized. Then two Risley prisms, mounted at right angles 
on a phorometer, were adjusted by trial and error until the natural 
eso- or exophoria and hypo- or hyperphoria were compensated for and 
or. hophoria would be regularly attained at the end of each fusion free 
period of 20 seconds. Thereafter, in addition to the Risley prisms. 
a one and a two diopter prism were independently inserted in front of 
the occluded eye. This produced an artificial phoria of one diopter in 
the vertical direction and a phoria of two diopters in the horizontal 
direction. The occluded eye was not forced to compensate for a pre- 
determined phoria in the horizontal axis and independently in the 
vertical axis. The fusion time was then determined by presenting. 
every third of a second, a fusion stimulus of 1/25 second duration with 
an episcotister. The subject then recorded the time from the instant 
he experienced diplopia to the instant when fusion was attained. 
DATA AND INTERPRETATION 

A standardized exophoria of 24 was introduced in subjects AB 
and AW in four separate experiments. The subjects were readjusted 
to subjective orthophoria for each experiment. Five determinations of 
the fusion times were made during each experiment as shown in 
Table I. These data show a great variability in fusion times at dif- 


TABLE I 
FUSION TIMES SUBJECTIVELY DETERMINED ON DIFFERENT DAYS 
WITH THE SAME DEGREE OF EXOPHORIA 
Fusion time in seconds Average 
Subject AW 
2.06 
6.19 
1.12 
1.66 


hw 


ferent experiments under otherwise identical conditions, i.e., the same 
time of the day and apparently the same state of mental alertness. 
Additional experiments on numerous other subjects revealed a similar 
scatter of measurements. It was concluded that the conditions for 
testing fusion times could not be adequately standardized to furnish 
reproducible results. 

During the attempts to correct natural heterophorias with the 
Risley prisms it was noticed that subjective orthophoria could be 


at 
: Subject AB 
] 1.73 1.38 0.97 0.80 1.21 ] 
2 2 1.43 1.61 1.58 1.08 1.56 l 
‘ 3 0.84 0.78 0.87 0.77 0.55 0 
4 1.08 1.26 1.33 1.25 1.15 l 
60 


BINOCULAR FUSION—BRECHER et al 


obtained in each subject by using various degrees of prismatic correc- 
tions. Obviously the reason for this occurrence is that within a certain 
range of prismatic corrections the image of the light spot was projected 
on corresponding Panum areas and appeared subjectively fused. The 
variability of the subjectively orthophoric position has been emphasized 
by the studies of Ogle and his collaborators.*-* It was furthermore 
noticed that the natural heterophoria usually fluctuated from minute 
to minute by approximately one prism diopter. Such fluctuations of 
heterophorias are well known and have been analyzed in detail by 
Schubert.* It appears then that the establishment of subjective ortho- 
phoria by suitable prismatic corrections is not a usuable criterion for 
obtaining consistently the same relative position of the two eyes. In 
other words the tonic equilibrium of the external eye muscles is not 
the same in all instances when subjective orthophoria is attained. This 
may serve as an explanation that the creation of a fixed degree of 
heterophoria (e.g. 24) superimposed upon the variable tonus equili- 
brium at subjective orthophoria would result in variable fusion times 

It may therefore be concluded that the establishment of subjective 
orthophoria does not furnish a reliable basis for the development of a 
standardized and easily applied method for the measurement of binocular 
fusion times and thereby fusional power. However, this information 
does not conflict with the previous observations that the measurement 
of fusion times from the natural heterophoric position of a subject 
provide a measure of the individual's fusional power under the test 
conditions." 

KINEMATOGRAPHIC MEASUREMENT OF FUSION TIMES 

METHOD 

After the above observations were made it was believed that the 
development of an objective method for measuring fusion times would 
furnish more reliable information for a comparison of fusional behavior 
in different individuals. Since the intent was to preserve natural view- 
ing and environmental conditions it was attempted to record kine- 
matographically the eye positions during fusional movements similarly 
as this had been done in 1907 by C. H. Judd.* Fusion movements were 
recorded at 24 frames per second with a 16 mm. motion picture camera 
using telephoto lens for magnification of the eyes. At first it was 
thought that the high brightness level required for normal film and 
the necessary magnification might interfere with the observation of a 
fixation target by the subject. Therefore, infrared lighting and infrared 
sensitive film were tested in preliminary experiments at 64 frames per 
second. However, owing to the difference in focal length of infrared 
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and visible light, it was not possible to focus the camera in a consistently 
reproducible manner for obtaining distinct pictures. The best com- 
promise was then achieved with visible light at high but not uncom- 
fortable brightness levels using a sensitive film (Kodak Tri-X negative) 

A total of 42 normal subjects were tested in the following man- 
ner. The person's head was stabilized with a head and chin holder. 
Two fixation targets (point light sources) were arranged in the line 
of vision at 0.6 and 4 m. distance respectively. The camera was placed 
beneath the visual line at a distance of 1.20 m. Two photoflood lamps 
were suitably arranged to illuminate the eyes without producing dis- 
comfort. The subject was asked to fixate on the particular target light 
being used. One eye was then occluded for 15 seconds. The camera 
was run up to normal speed during the last three seconds of the occlu- 
sion period. The occluder was then quickly removed and the camera 
allowed to run for about three more seconds. Eight tests were made 
on each subject, two for each eye at each of the two fixation distances 

Each frame of the film was measured separately with a time study 
projector at a constant projection distance which magnified the eyes 2.5 
times their normal size. A stationary reference point was chosen for 
each eye, usually a high-light reflected off the inner canthus. The dis- 
tance between the reference point and the inner aspect of the limbus 
was measured to the nearest quarter millimeter in all frames. After 
the first frame the distances in the succeeding frames were either greater 
than or equal to that measured in the first frame. A distance decrease 
was plotted as nasal eye movement and an increase as a temporal move- 
ment. 
DATA AND INTERPRETATION 

Figure | shows a representative example of an eye movement of a 
normally exophoric subject illustrating the latent period fusional move- 
ment and the eye position attained after accomplishment of fusion. 
Figure 2 shows a corresponding example from an esophoric person. 
In each case the right eye had been occluded. It is noticed that accord- 
ing to these measurements the eye shows continuous small position 
changes upon which the more extensive fusional movements are dis- 
tinctly superimposed. Without suitable comparative methods it cannot 
be established to which extent the small position changes are real (e.g.. 
fixation tremor) or distorted by the random error inherent in the 
limitations of the method's accuracy (0.1 mm.). 

The data in Table 2 reveal that out of a total of 336 tests the 
majority showed no definite fusion movement of the eyes which was 
detectable when the film was examined closely at 24 frames per second. 
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RIGHT EYE LEFT EYE 
TEMPORAL NASAL NASAL TEMPORAL 


20 
30 30 
40 40; 


Fig. 1. Fusion movement of an exophoric subject viewing a target at 4 m. distance 
Ordinates: position change of the limbus in mm. Abcissa: frames. 24 per second 
A 1° rotation of the eyeball in the horizontal plane corresponds approximately to a 
0.2 mm. lateral movement of the limbus. 


This lack of detectable fusion movements in the majority of the sub- 
jects differs from the common observation that the majority of normal 
subjects show definite fusional movements by subjective examination 
methods.’ 

Several factors may account for the great number of cases in which 
fusion movements were not visible or in which the kinematographic 
pictures were not usable. (a) A certain number of subjects were prob- 
ably orthophoric, although this number may be relatively small con- 
cluding from numerous observations made with various subjective 


TABLE Il 


DISTRIBUTION OF KINEMATOGRAPHIC TESTS 
USABLE FOR ANALYSIS 


Total number of subjects photographed 42 
Total number of tests 336 
Number of subjects with a measurable movement 22 
Percentage of subjects with a measurable movement 52% 
Number of tests with a measurable movement 36 
Percentage of tests with a measurable movement 11% 


of 
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RIGHT EYE LEFT EYE 


TEMPORAL _NASAL NASAL. TEMPORAL 


| 
10 
20 
30 3 
+40 4 


Fig. 2. Fusion movement of an esophoric subject viewing a target at 4 m. distance 
Description as in Figure | 


methods.':* (b) Some subjects had apparently minute fusion move- 
ments which were too small for detection by filming but might have 
been revealed subjectively. (c) It may be possible that upon removal 
of the occluder subjective diplopia occurred which was followed by 
sensory fusion of the images, but which was not accompanied by motor 
fusion, i.e., so-called fusional eye movements. The possibility that 
sensory fusion alone may exist without the motor component had been 
pointed out previously.' ‘"** 8% ‘This interesting observation may 
deserve future study by simultaneously employing suitable sub- 
jective and objective methods. (d) Some subjects showed irrelevant 
voluntary eye movements. (e) Blinking sometimes disturbed the 
analysis of fusion movements. (f) Some subjects were disturbed by 
the removal of the occluder. 


In 54 tests definite fusion movements were noticeable which 
warranted graphic analysis. Of these the time course and extent of the 
movement could be accurately determined in 36 tests (Table 3). Three 
of the subjects (Numbers 3, 16 and 18) were esophoric at 4 m. and 
exophoric at 0.6 m. target distance whereas two subjects (Numbers 
11 and 21) were exophoric at these distances. At 0.6 m. target distance 
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TABLE Ill 

INDIVIDUAL DATA OF FUSION MEASUREMENTS 
oo 
c 
E = 
5 
= a © 
s > > = = ¥ 
l PL X L 0.6m 0.21 0.62 0.8 
Pl X R 0.6m 0.42 0.42 0.8 
2 PT xX l 0.6 m 0.33 0.42 1.1 
PT xX ae 0.6m 0.17 0.67 0.9 
3 IC X R 4.0m 0.12 029 11 
4 RA xX R 0.6m 0.46 0.37 0.9 
5 IW xX I 0.6m 0.21 0.75 o8 
JW X R 0.6m 0.21 0.54 0.6 
6 HN xX R 0.6m 0.17 0.29 0.9 
7 JS X I 06m 0.21 0.62 1.0 
8 DJ X R 0.6m 0.12 0.54 1.1 
9 CK Xx R 0.6m 0.25 0.83 0.9 
10 RI xX R 0.6m 0.12 0.50 0.9 
11 BB Xx R 0.6m 0.42 0.42 0.4 
BB xX R 40m 0.29 0.54 0.7 
12 RS X L 0.6m 0.50 0.75 0.8 
13 DW X I 0.6m 0.25 1.00 0.9 
DW X R 06m 0.21 0.50 05 
14 DB xX R 0.6m 0.29 0.87 0.7 
15 Lt Xx L 06m 0.50 0.33 0.9 
16 BI , R 40m 0.04 0.58 04 
17 CW xX I 0.6m 0.29 0.96 0.9 
18 JA I 40m 0.04 1.21 05 
19 SS x L 06m 0.33 0.58 0.7 
SS xX R 0.6m 0.25 0.58 0.9 
SS xX R 40m 0.33 0.29 05 
20 MB xX L 0.6m 0.50 0.33 0.6 
MB X I 0.6m 0.62 0.62 0.5 
MB X R 0.6m 0.42 0.58 0.7 
MB X R 0.6 m 0.42 0.42 0.7 
21 RD xX R 0.6m 0.33 0.71 1.0 
RD R 06m 0.42 062 0.9 
RD xX R 40m 0.25 0.37 0.5 
RD Xx R 40m 0.33 0.33 0.6 
22 ID X I 0.6m 0.62 0.37 05 
ID X R 9.6m 0.42 0.58 0.8 


*Latent period is the time from the removal of the eye occluder until the 
beginning of the fusional movement 

**A 1° rotation of the eyeball in the horizontal plane corresponds approxi- 
mately to a 0.2 mm. lateral movement of the limbus 
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all subjects were exophoric. These observations are in good agreement 
with the well known fact that the degree and direction of lateral phorias 
are related to the target distance upon which the subject converges or 
diverges after the occlusion is removed.* '® The results of the 36 tests 
are summarized and averaged in Table 4. From these data it may be 


TABLE IV 
SUMMARY OF RESULTS 
33 tests (91%) on 3 tests (9°) on 


18 EXOPHORIC subjects 3 ESOPHORIC subjects 
Latent period of 
fusion reflex 


Minimum 0.12 sec 0.04 sec 
Maximum 1.04 sec 0.12 sec 
Average 0.35 sec 0.07 sec 


Duration of 
fusion movement 


Minimum 0.29 sec 0.29 sec 

Maximum 1.00 sec 1.21 sec 

Average 0.60 sec 0.70 sec 
Actual eye movement 

Minimum 0.4 mm 0.4 mm 

Maximum 1.1 mm 1.1 mm 

Average 0.8 mm 0.7 mm 


concluded that there is apparently no principal difference between the 
exo- and esophoric fusion as far as duration and extent of movement 
are concerned. However, the latent period of fusion from the exophoric 
position appears to be shorter than that from the esophoric position 
It cannot be decided whether the difference in latent periods is a consistent 
occurrence because the number of tests was too small. 

The analysis of the data revealed that the fusion time may not 
necessarily be correlated with the degree of phoria, e.g., subjects 3 and 6 
( Table 3) were ‘fast fusers’’ correcting large degrees of phoria whereas 
subjects 14 and 18 were ‘slow fusers’ though their phorias were small. 
The same observation was made when fusion times were determined 
subjectively.' This point is of particular interest, because the same 
phenomenon was observed with two completely different experimental 
approaches. It indicates that both methods, the objective and subjec- 
tive, are comparable in measuring fusion time. The fusion times deter 
mined with the objective method are, of course, much shorter than 
those measured with the previously employed subjective method. With 
the latter, the fusion time is purposely drawn out by presenting the 
fusion stimuli with brief interruptions. Otherwise, it would be too 
short for it to be perceived and used for precise measurement. The good 
agreement of the objective and subjective methods for the determina- 
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tion of fusion times in naturally heterophoric persons is valuable for 
future studies. It adds reliance to the results obtainable with the simple 
subjective method. 

A critical comparison of the kinematographic method with the 
other objective recording methods of fusional movements is not pos- 
sible yet. For such purpose it would be necessary to record simul- 
taneously the movements with two methods. The most promising 
recording technique is at present the ophthalmographic method as 
modified by Westheimer.'' This method has the advantage that it 
permits a continuous record of ocular movements. One can easily 
measure the slope of the curves and calculate maximal velocities and 
acceleration of fusional movements. The kinematographic method in 
its present simple form does not seem to offer the same precision on 
account of the limited number of frames and magnification. This is 
readily noticeable by comparing the curves plotted in Figures | and 2 
with the continuous curves taken with Westheimer’s method. 

A further criticism of the kinematographic method for measure- 
ment of eye movements was recently made by Ogle and his collabora- 
tors.'? They demonstrated the inaccuracy in photographing and other 
methods of objectively recording ocular movements and related it to 
the fact that the eyes do not turn about fixed axes. Nevertheless it is 
believed that the measurements reported in the present study represent 
at least directionally and qualitatively the degree and time course of 
fusional movements because these movements were rather extensive in 
comparison to the inaccuracies introduced by the method. 

SUMMARY 

Two different methods for a simple determination of binocular 
fusion time were tested. A previously described subjective method using 
interrupted fusion stimuli was modified for determining fusion power 
with standardized degrees of heterophoria. No reliable standardization 
could be achieved because the extent of Panum’s areas prevented a 
reproducible establishment of subjective orthophoria with prisms. It 
is concluded that subjective orthophoria may occur within a small 
range of different vergences. 

Extent and time course of natural fusional movements were kine- 
matographically recorded with a standard camera. The average fusion 
time, including latent period and duration of movement, was about one 
second. There was no apparent correlation between the velocity of 
the fusional movements and the degree of heterophoria. Some subjects 
with large phorias were fast fusers whereas other with small phorias 
were slow fusers. These objective findings were in good agreement with 
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BINOCULAR FUSION—BRECHER et al 


similar observations previously reported with the subjective method of 
presenting interrupted fusion stimull. 


GERHARD A. BRECHER, M.D., PH.D. 
PROFESSOR AND CHAIRMAN 
DEPARTMENT OF PHYSIOLOGY 
EMORY UNIVERSITY 

EMORY UNIVERSITY, GEORGIA 
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ANNOUNCEMENT 


FORUM ON VISION AND READING AT LOS ANGELES 


A Forum on Vision and Reading is to be held at the Statler Hotel, 
Los Angeles, February 15. The sponsors are the Committee on Visual 
Problems in Schools of the A.O.A. and the Los Angeles County Op- 
tometric Association. A large number of optometrists and educators 
are expected to attend. 
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SOME INTERESTING EYE MOVEMENTS OBTAINED 
DURING THE COVER TEST* 


Merton C. Flom? 
School of Optometry, University of California 
Berkeley. California 


This film demonstrates an interesting kind of eye movement thai 
may occur during the objective cover test. Specifically, as the preferred 
eye is covered in the unilateral cover test, there is a small movemen: 
(14 to 64) of the other eye as it takes up fixation. But, with the alter 
nate cover test a greater movement is observed. Since the alternate 
cover test is ordinarily understood to disclose the “‘fusion-free’’ angle of 
deviation, the question arises as to the interpretation of this small 

flick” observed during the unilateral cover test. 

Shown in the film are three of the twenty-five patients with this 
‘flick"’ who have been studied during the past several years at the 
University of California School of Optometry. These persons as a rule 
seem to have the following characteristics 1) comfortable binocular 
vision, (2) large heterophoria, (3) small angle of anomaly, and (4) 
fair to good stereo-acuity. The “‘flick’’ seems to be more common in 
eso- than in exo-deviations. Frequently. it develops following orthop 
tic treatment of a strabismus. And, adaptation to correcting prisms 
usually occurs, that is. the “flick’’ is not changed by the prisms 

The objective cover test as performed in the film is divided into 
the unilateral cover test, the alternate cover test. and a supplementary 
procedure 

Unilateral cover test. One eye is quickly covered and the other eye 
is observed for movement. The three subjects in the film all show less 
than 64 of movement ('‘flick’’) in this test when the preferred eye is 
covered; there is no movement of the preferred eye when the other eye 
is covered. By itself. this result suggesis the presence of a unilateral 
strabismus of less than 64 

Alternate cover test. The occluder is moved from one eye to the 
other: the movement of the eye that is just exposed is neutralized by 
placement of an appropriate prism in front of this eye. All of the 


*In part the text from a 16-mm. Kodachrome film with Magnastripe sound. Shown 
at the annual meeting of the American Academy of Optometry. Houston. Texas 
December 8. 1956. Photography by Dr. Jack T. Hobson and narration by Dr 
Henry B. Peters, members of faculty. University of California School of Optometry 
and Fellows, American Academy of Optometry 

+Optometrist. Ph.D. Member of faculty. Fellow, American Academy of Optometry 
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subjects in the film show movement with this test that is significantly 
greater than the ‘‘flick”’ revealed in the unilateral cover test. 

Supplementary procedure. The unilateral cover test is repeated 
with a prism before the non-preferred eye. The prism power 1s 
selected to equal the amount of the “‘flick’’ originally observed in the 
unilateral cover test. When this is done in strabismus, the movement 
of the deviating eye is eliminated. For the three subjects in the film. 
the “‘flick’’ remains when the unilateral cover test is repeated with the 
added prism. Hence, the “‘flick’’ is not an unequivocal demonstration 
of a strabismus. This conclusion is further supported by the results 
obtained when a loose 4A-prism is quickly placed base-out before the 
preferred eye. In strabismus the deviating eye moves temporalward 
by the amount of the added prism and remains stationary. For the 
subjects in the film. adding the base-out prism results in the non- 
preferred eye either not moving at all. or momentarily moving temporal- 
ward (conjugately) and then returning to its original position (dis- 
junctively ). 

A brief description of each subject shown in the film follows. 


Miss R.Z. Age 9 years. This patient had orthoptics and periodic 
occlusion to eliminate an intermittent esotropia (present about 50% 
of the time) and a large (20°) suppression area of the right eye 
There was no amblyopia and the ametropia was less than one diopter 

Following the reduction of the suppression, base-out prisms of 
64 total were prescribed. Then, constant binocular vision with an 
esophoria of 204 to 254 was obtained. There was now good stereo- 
acuity, and an apparent angle of anomaly of about 34. A small, vague 
2° central area of suppression of the right eye remained. There were 
no symptoms present. 

It was then noticed that on covering the left eye, the right eye 
made a temporalward movement of about 54. Removal of the prism 
prescription or addition of more base-out prism failed to eliminate the 
small “‘flick"’ of the right eye. 

Master K.H. Age 8 years. This patient received orthoptics and 
constant, total occlusion for a constant, alternating exotropia of 254 
and a dense suppression area of 5°. The correspondence was normal; 
the ametropia was negligible; there was no amblyopia. 

Following establishment of constant diplopia, training lenses 
consisting of a —1.00D. addition and a total of 64 base-in were 
prescribed. Constant binocular vision with an exophoria of 254 was 
then obtained. At this time a nasalward ‘“‘flick’’ of 24 of the left 
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eye was noted upon covering the right eye in the unilateral cover test. 
The “‘flick’’ was present without the training lenses, or with larger 
amounts of base-in prism. 

Miss P.B. Age 13 years. This patient received orthoptics and 
periodic occlusion for an intermittent, alternating esotropia of 254 
with moderate alternating suppression and probable intermittent unhar- 
monious anomalous correspondence. Hypermetropia of 1.50 D. for 
each eye had been previously corrected with lenses. A slight amblyopia 
of the right eye was present. 

Following orthoptics there was a constant esophoria of 144 with 
no amblyopia, no suppression, good stereo-acuity, and an apparent 
angle of anomaly of about 54. There were no symptoms. With or 
without the correction lenses the same temporalward “‘flick’’ of 44 of 
the right eye was observed when the left eye was covered in the unilateral 
cover test. With base-out prisms. the ‘‘flick’’ could be reduced but not 
eliminated. 


At the time of filming (September, 1956) the interpretation of 
this “flick” is not clear. It can be explained in at least two ways: 

1. An unusually large fixation disparity associated with a large 
heterophoria and otherwise normal binocular vision. 

2. A constant strabismus wherein the ‘‘fusion-free’’ deviation 
has been reduced, but not completely eliminated. by motor fusional 
movements that are related to an unharmonious anomalous correspond- 
ence with a small angle of anomaly. 

An intriguing speculation is that these two explanations are 
physiologically equivalent. If true, this “‘flick’’ might be a manifesta- 
tion of a “connecting link’ between normal and anomalous corres- 


pondence. 


ANNOUNCEMENT 


POST-GRADUATE COURSES AT 
UNIVERSITY OF HOUSTON 
The College of Optometry, University of Houston, will offer a 
number of post-graduate courses dealing with refraction and contact 
lens fitting on March 29 and 30 on the campus at Houston. Faculty 
members will conduct the courses. Interested optometrists should write 
the College of Optometry, University of Houston, Houston 4, Texas, 
for course descriptions, costs and application blanks. 


71 


ae 
igs 
> 


PSYCHOSIS AND NEUROSIS ENCOUNTERED IN CONTACT 
LENS FITTING WITH CASE REPORTS* 


L. Lester Beacher? 
East Orange, New Jersey 


The writer is aware of the difference in refractive technique in 
prescribing for conventional spectacles and modern contact lenses. This 
discussion will make reference to the psychological aspects, as one of 
the main variations to be considered. 

Those optometrists who have been engaged in the contact lens 
field over an extended period of time, will agree that much of the 
patient's wearing time depends on fear, emotions, enthusiasm and the 
patient's psychologic attitude. Some of these factors may be classified 
under psychologic. neurologic or psychosometic variations. Basically 
they all resolve into either success or failure on the basis of the patient's 
mental reaction towards contact lenses. 

The title of this report refers to psychosis and neurosis. Examples 
of individuals, who with their contact lenses (1) were able to dis 
pose of their psychosis or neurosis, (2) who were unsuccessful in wear- 
ing their lenses because of these psychologic factors, and (3) those who 
claimed to have had no neurotic or psychologic interference and became 
problems fully or temporarily, because of their attempt at using con- 
tact lenses. 

For the purpose of this report psychosis is defined as an involve- 
ment of the mental phenomena as related to interpretation by the 
conscious and, or, the subconscious. Neurosis is a disturbance of the 
nervous system, local or general, with either temporary or permanent 
effects upon any of the organs of the body. 

From these definitions it appears that neither condition can be 
regarded as a physical defect or even pathology in its true sense, but 
rather a menta! situation inflicted by the person upon himself, eithe: 
positively or negatively. It is also understood that neurosis might be 
the result of psychosis, or is so closely interlocked with it, that for our 
discussion, we may in most instances refer to both situations as inter 
locked, one with the other. 


*Read before the annual meeting of the American Academy of Optometry, Chicago 
Illinois, December 8, 1957. For publication in the February, 1958. issue of the 
AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY 
OP OPTOMETRY. 

FOptometrist. Fellow, American Academy of Optometry. 
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The use of contact lenses frequently inhibits greater confidence and 
therefore can be regarded as a therapeutic measure for patients who 
suffer with psychosis or neurosis, as a result of various forms of in- 
feriority complexes developed, because of refractive errors that prevent 
persons doing the normal things they want to do. It is also true tha 
correction of refractive errors by means of spectacles have eliminated 
many of psychopathic problems. However, contact lenses carry our ser- 
vices even beyond spectacles to the patients who either cannot be he!ped 
sufficiently with spectacles or to those whose psychologic ego is not sai 
ished with them. These latter types of patients create a neurosis withia 
themselves because they find spectacles objectionable psychologically 

When patients or colleagues discuss the value of contact lenses 
for patients who do not like spectacles, the writer looks upon the 
investigation from the psychologic aspects and the remedy as one which 
relieves a mental problem of the patient. The writer does not look 
upon this as a cosmetic complaint, and disapproves considering it as 
such. As we know, it is not uncommon to face the questioning regard 
ing vanity, or objection to spectacles because the patient feels that her 
appearance is better without them. At times patients even express 2 
strong dislike of spectacles, because they change the patient's facial 
appearance. Some are actually unhappy and bitter because they cannot 
wear the kind of hats they like. These patients fall into the category 
of having a psychosis, and the use of contact lenses for them is a 
therapeutic measure or prophylactic application to relieve this mental 
condition. To illustrate this and other types of psychosis and neurosis, 
ten case histories are presented. 

B. Z. Male. Age 18. Refractive error: O.U. —13.00D. sph 
This patient developed an inferiority complex, because he was self 
conscious of the peripheral thickness of his lenses and the reduced 
size of his pupils. His lenses were already in a thin-lite form. His 
mental attitude is a form or psychosis, because in his own imaginative 
world, he created a situation of self-imposed punishment. He refused 
to go to parties or go out with girls, and even with boys his relation 
ship was limited. All this took place because he “imagined” that every- 
one would ridicule him or shun him. So he shunned himself. After 
he had his contact lenses, his self confidence was restored and he was 
reassured. He then faced the very people he previously avoided and 
henceforth carried out a perfectly normal and happy life. Here, one 
can regard the prescribing of contact lenses as a cure for his psycho 
somatic or psychiatric self created situation. 

H. R. Female. Age 62. In 1956 this patient was using O.D. 
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—5.00 D. sph. O.'S. —8.00D. sph. In 1941 her refractive error 
was corrected with spectacles. O.D. —2.50 D. sph. — —1.00D. cyl 
axis 165, giving her 20/30 vision: O.S. —4.00D. sph. ‘history of 
ulcerated cornea) 20/200. I prescribed fluid contact lenses because she 
shunned people. Being a widow, she also felt that she was more alone 
and her opportunities of meeting friends were greatly reduced with 
spectacles. With contact lenses her vision was improved to: O.D 
20/20; O.S. 20/30. This patient was highly nervous. She feared the 
contact lenses, and required many visits to teach her inserting and 
removing. Her strong determination to improve her appearance eventu- 
ally overcame the tension and with self confidence restored, she was 
able to wear the lenses periodically, with fair degree of success. My 
contact with the patient then terminated and 15 years later was resumed 
when she requested me to prescribe microlenses. She was ever so much 
more nervous and the likelihood of a successful fit seemed problematical 
judging from her initial response. My satisfaction came in her eventual 
wearing of the microlenses for full day periods about six months after 
I prescribed them. At the outset she was quite a problem. I saw her 
three times weekly for two-hour visits for two months before she 
overcame her fear of the new insertion. This period was thus con- 
sumed just for this instruction, and practice. She was unquestionably 
neurotic, but this disappeared by the time she discovered how well 
she could see and how comfortable she can be with the new lenses 
Here psychology. patience and indulgence had to be employed. This 
person's mental attitude has completely changed for the better, because 
of her encouraged and enthused reaction to her microlenses. This patient 
overcame a handicap 

E. F. Female. Age 15. This patient was wearing O.D. —5.00 D 
sph. O.S. —5.75 D. sph. She was anxious to have contact lenses, as 
she felt that she would be happier with them and would enjoy her 
forthcoming school and social season with greater confidence. Yet, she 
feared contact lenses. During the first visit she fainted and was fully 
unconscious for several minutes. This was the result of her over 
enthusiasm coupled with fear, wanting the contact lenses, yet being 
afraid of them. After she resumed her composure and acknowledged 
no discomfort from the lens which was still in her eye, she was some 
what relieved. The initial insertion experience being over, the nervous . 
tension remaining high, | felt that this was enough for the first visit 
One would probably be tempted to stop at this point and tell the 
patient that she should just forget contact lenses. I analyzed the situa- 
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tion differently. I felt that her problem would be overcome if I could 
instill self confidence. I told the patient that we would continue. She 
was relieved and I told her that rather than to follow the usual routine 
on the next visit | would teach her to insert trial lenses. Yet. even 
though she then knew that the lenses would not hurt, and that she 
could insert them herself after instruction, she was very tense during 
the second visit. After she put in one lens she looked at me with a 
glassy look and said: “Oh, no—" and for a few seconds she fe!t 
dizzy, but then composed herself. The patient's mother told me that 
she feared so much that I would refuse to fit her with contact lenses 
that the nervous tension was high. At this point, as a matter of 
psychology. I reassured the patient that we will overcome every obstacle 
and that I would do all I could to be sure that she be enabled to have 
contact lenses. I felt that any patient with a strong desire for them 
eventually would overcome fitting problems. From this point on we 
encountered no serious difficulties. Her neurotic temperament was re- 
adjusted in time and she now wears her lenses 10 to 14 hours daily 

L. A. C. and K. O. Females. Both age 20. These patients repre 
sent a group who become panicky when anyone touches their eyes 
These are cases of psychosis in general. They fear everything. The 
discovery of the condition is generally made during the first visit when 
they push our hands away or turn their heads as we are about to insert 
a trial lens over the eye. To overcome their own unwarrented fear, | 
first teach these patients how to insert and remove trial case lenses 
After they acquired the technique adequately, the fitting procedure is 
carried on, by having the patient insert and remove the various lenses 
herself. Usually this type of psychosis is overcome rapidly 

S.M. Female. Age 31. This patient was wearing O.D. —4.50 D. 
sph. — —0.50D. cyl. axis 180. O.S. —3.50D. sph. ~ —0.75D 
cyl. axis 180. The patient had a nervous breakdown. She was under 
the care of a psychiatrist and also a neurologist. The patient's father 
discouraged her. as he was certain that she could not wear contact 
lenses. She had to meet a challenge. She was determined to prove to 
her father and to herself that her will of wanting contact lenses will 
supersede all previous handicaps. At first she did very nicely. She 
was fully cooperative in every aspect. Her wearing time was gradually 
increased to an average of seven to eight hours per day. This pleased 
her father and needless to say, restored confidence in the patient's own 
mind. This was reflected in her new happy behavior. Unfortunately, 
however, a set-back in her present life removed all that had been gained. 
Her employer, a very well liked person, passed away. The entire office 
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felt this tragedy. The patient, having been a neurotic individual at 
thé outset, was greatly effected emotionally. This, coupled with a new 
administration in the office, new work standards, new ways of doing 
things, disturbed her to a great extent. So much so that for months 
she did not engage in any social life, nor did she use her contact lenses 
She had a neurologic set-back. As far as I know, she had abondoned 
the use of contact lenses because she lost interest in everything and 
nothing seemed to stimulate her enthusiasm or interest. As a summary 
for this type of patients we can classify this history as one in which 
contact lenses would have eliminated her entire neurotic state, if not 
for the newly developed extenuating circumstances 

A. M. Female. Age 44. This patient was wearing O.D 7.50D 
sph. — 4.50 D. cyl. axis 160 (20/60). O'S. —8.00D. sph 
—4.50D. cyl. axis 180 (20/200). This patient, a very nervous 
person, asked me questions about contact lenses following a diagnostx 
examination. I answered her questions and her husband. who accom 
panied her, stated that she will never be able to use contact lenses. The 
patient admitted that she is restrained from going to many public 
places because she feels ‘‘self-conscious” with her thick spectacle lenses 
Two years later the patient asked me to prescribe contact lenses. | 
used a microlens with satisfying results. The patient proved to her 
husband that with determination she could overcome the previous 
neurotic state. Her joy of having conquered this element led to a com 
plete physical relaxation as well 

B. D. Female. Age 45. This patient was wearing O.D 8.25 D 
sph. ~ —1.00D. cyl. axis 180. O.S. —6.50 D. sph 2.00 D 
cyl. axis 165. This patient represents a cross section of contact lens 
patients who “want to keep up with the Joneses."” She felt that some 
of her friends wore contact lenses, therefore she, too, should have them 
She appeared to be a calm person, but the lenses made her nervous. They 
were not as comfortable as spectacles. She tensed-up with the lenses, 
bringing about pressure upon the corneae. This only increased the sen- 
sitivity and feeling. She therefore reconciled herself to continue to wear 
her spectacles in preference to contact lenses. Here we have a situation 
where a calm person developed psychosometic symptoms from the con 
tact lenses 

D. J. Female. Age 38. The patient was wearing O.D. —1.75 D 
sph. O.S -2.50 D. sph. This was a neurotic patient from many 
points of view. The optometrist who referred her to me had given 
her orthoptic treatments prior to her visit to me. She was very enthu- 
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siastic about contact lenses, and despite of the history of neurologic 
background, offered no resistance but full cooperation. This was due 
to her desire to eliminate spectacles. Apparently, the psychologic factors 
in this connection were greater than the neurologic symptoms previous! 
presented. All would have been well, however, but problems developed 
several months after she had used her contact lenses successfully, when 
the novelty had worn off. In this patient's unstable mind, new prob 
lems developed. wherein she reported visual inefficiencies. A high 
esophoria was found with the contact lenses in place. which was not 
present when I first saw the patient. I sent her back to her optometrist 
for additional orthoptic training. This time she was to wear h 
contact lenses during the treatments. She responded fairly well, and 
with her binocular balance being partially restored. she was again a 
to wear the contact lenses. Her neurotic state not being constant. creaied 
new problems later, basically in the form of fluctuating vision. We 
discharged this patient as one who, because of her psychosometic nature, 
would have constant problems. Since the time that she was told that 
all that could be done was done, she again used her contact lenses with 
a fair degree of success. Variations still exist depending upon her nervous 
attitude of the day. This is unquestionably an example of neurosis 
where contact lenses may help the patient's mental attitude 

This type of problem case includes neurotic persons who were 
mentally handicapped by the use of spectacles. These are persons who 
became retarded. unhappy. socially unhappy. mentally ill. ether because 
their responsibilities were inadequately performed without their correc 
tive lenses due to poor visual acuity, or developed psychosometic prob 
lems of their own creation because of self consciousness with corrective 
spectacles. In this group we find many contact lens wearers who de- 
veloped some form of psychosis or neurosis prior to their use of con- 
tact lenses. Most of these people are changed persons. mentally and 
physically, as a result of having satished a certain drawback in their 
lives as a matter of security. Here we have persons who now with their 
contact lenses carry on greater responsibilities with more efficiency because 
their mental health has been restored. Many of these persons were 
actually sick in a special sort of way. Today they are well, happy 
and useful. 
SUMMARY 

In discussing the effect and result of psychosis and neurosis of 
persons visually handicapped, several examples were used. By citing 
actual experiences, we may better understand their problems and their 


solutions. 
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We must also remember that most contact lens patients offer a 
barrier or resistence to the idea at the outset. They invariably have to 
overcome a subconscious fear that was instilled in them since early child- 
hood. We were all conditioned regarding to the sensitivity of the eyes. 
Patients have a vivid recollection of having had a foreign body in their 
eyes and how it hurt them. Therefore, most patients have to over- 
come this previous training and reconstruct their mental attitude and 
psychologic behavior to contact lenses. 

CONCLUSION 

It should be remembered that when a patient consults optome 
trists about contact lenses for what is so frequently called “‘cosmetic™’ 
reasons, this is basically a psychologic factor. Whether they realize it or 
not, these patients are mentally disturbed over the fact that they have 
to wear spectacles. This subconscious ego is then evidenced by a re- 
sentment to spectacles, which mental problem is cured by prescribing 
and fitting of contact lenses. We can conclude that contact lenses may 
adequately eliminate many problems of psychosometic origin. 


33 WeEsT 42ND STREET 
New YorK, NEW YORK 


ANNOUNCEMENT 


P.S.C.O. ON TV EACH WEEK 


For the second time the Pennsylvania State College of Optometry, 
Philadelphia, has been selected to present a course on WFIL-TV's 
public service educational program, known as the University of the 
Air. This program is presented ‘‘live’’ daily, Monday through Friday 
from 9:00 A.M. to 9:45 A.M. The programs are provided by two 
local institutions of higher education, the first from 9:00 to 9:20 A.M. 
and the second from 9:20 to 9:45 A.M. During the present semester, 
PSCO has been given the second and longer period, one day each week. 
This second program is also taken in kinescope and is then rebroadcast 
on three other TV stations in Binghamton, New York: New Haven, 
Connecticut and Lebanon, Pennsylvania. Dr. John C. Neill, member 
of the faculty and one of the country’s leading contact lens specialists, 
will continue to present these TV optometric educational programs for 
the college. 
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A SCHOOL VISUAL SCREENING PROGRAM IN COLORADO* 


The following is a review of a program developed to improve 
visual screening standards. In the Fall of 1956 the School Board of 
R-1 District, Public Schools, Colorado, consisting of a district re- 
organized from 47 smaller districts, authorized $4,175 for the purpose 
of doing better visual screening for the students. The original plan 
was that ortho-raters would be used, as one had been donated to the 
school system, and it was thought that, with two more, a complete 
screening could be achieved particularly if the screening program was 
under the supervision of an optometrist who had not yet established 
a practice and was willing to work on this project as a sort of an 


*Jefferson County School District R-1. Colorado. Read before the annual meeting 
of the American Academy of Optometry, Chicago. Illinois. December 10, 1957 
For publication in the February, 1958, issue of the AMERICAN JOURNAL OF OP 
TOMETRY AND ARCHIVES OF AMERICAN ACADEMY OF OPTOMETRY. Report pre 
sented to Otto J. Bebber. O.D., Fellow, American Academy of Optometry 
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internship. In addition to screening he could do fundus studies on those 
students where this seemed necessary. It was felt that he also could 
instruct the actual working teams of parents; aid in the compilation of 
statistical data, and assist the nurses and school authorities in other ways 

The first meeting of a professional group was set for October 22, 
1956, and in attendance at this meeting there were to be three optome- 
trisis, an ophthalmologist, a representative from the Clear Creek Medical 
Society, the head of the Tri-County Health Department, and the head 
nurse from that department. since the program was to be administered 
to a large extent by the nurses of that department. The Jefferson County 
health chairman was also to attend. In actual attendance there were 
two or three others 

There was immediate opposition to the program, principally by 
lay members, on the .basis of it being an unnecessary expenditure: 
and there was considerable discussion as to whether or not the Snellen 
Chart method was adequate, and as to whether or not the ortho-raters 
were as satisfactory as other instruments. The School Board at this 
meeting felt that it wanted to be able to refer a larger number of chil- 
dren and recommended that the professional committee come up with a 
recommendation which would be satisfactory to a majority. After a 
few meetings, it was concluded that a Massachusetts vision test of some 
type would be satisfactory to all concerned. 

Miss K. D. Carey, the head nurse for the Tri-County Public 
Health Department, felt that she could devise an instrument which 
could be built by the mechanics within the school system and be com 
pact and inexpensive enough that the system could afford one for each 
nurse, and finally one for each of the schools after the next proving 
period. 

This instrument was finally accepted as the approved instrument 
on March 19, 1957. In the interim, standards acceptable to all mem- 
bers of the committee were arrived at and they were as follows: The 
grades to be screened were Kindergarten, First, Third, Fifth, Seventh. 
Ninth, and Eleventh 

The standards were to be: for Kindergarten through Second, 
an acuity test, right and left done on the scrambled E chart. If this was 
passed on the 20/30 line, the child was given a pair of +2.00 D. sph. 
and if he could see the 20/20 line he was referred, and if not, was then 
given a phoria test, the limits of which were 54 exophoria and 44 
esophoria, and, if within these tolerances, the child was next given a 
vertical phoria test, the tolerances of which were 24 in either direc- 
tion; the entire test being done at twenty feet up to this point. A design 
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permitted a rapid recognition of the deviation, and the child was given 
a red wand which simulated the red streak produced by a Maddox rod 
contained in a combination occluder. When the infinity test had been 
completed, the child was then given a near point phoria test, both hori- 
zontal and vertical, and the tolerances were set out in the design of an 
airplane. In the grades above the Third, the same procedure was used, 
except that the standard for visual acuity was raised to 20/20. At the 
High School level, additional tests were added to screen for color-blind- 
ness, the thought being that at this level the knowledge of color- 
blindness was essential to aid in vocational guidance. Since this was a 
pilot plan, if it was found that the seven available nurses and equip 
ment would not permit adequate coverage for the twelve thousand 
students in the time allotted, the next year would consist of a Snellen 
test, teacher referral and a color test at the High School level (grades 
Nine and Eleven). Each child classed as a referral by the parent-teacher 
team was then re-screened by the nurse before the referral slip was sent 
to the home. 

When the apparatus had been designed and approved by the com- 
mittee, one hundred children were then screened and the number of 
referrals calculated. Fifty of these children were then examined by medi- 
cal refractionists under cycloplegics and 50 were examined by optome 
trists using non-cycloplegic techniques. A very good correlation was 
obtained. The total of referrals was 23 per cent. Since the office pro- 
cedure substantiated the referrals by the instrument, and it seemed as 
though the new suggested screening techniques were not under refer- 
ring, there remained then only the problem of setting up the procedure 
in the schools and the records. 

It was then decided to send letters to all of the optometrists and 
medical refractionists in the Denver area, asking their cooperation in 
returning the referral slips, explaining the urgency and their value for 
statitiscal compilation and subsequent case records in the schools. 

The method of giving the screening was then discussed and it was 
decided that screening test would be made by P. T. A. health chairmen 
and mothers, a team of three or more where possible, assisted by the 
teacher and supervised by one of the Tri-County health nurses who 
would then conduct hearing tests simultaneously, and thus merely super- 
vising the screening. The committee decided it should indoctrinate 
all of the women who were to do the screening. A training session 
would consist of a two to three hour period which would consist of 
talks by two professional men, allowing a question period after each 
talk. The medical refractionist took the first hour and the optometrist 
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internship. In addition to screening he could do fundus studies on those 
students where this seemed necessary. It was felt that he also could 
instruct the actual working teams of parents; aid in the compilation of 
statistical data, and assist the nurses and school authorities in other ways 

The first meeting of a professional group was set for October 22, 
1956, and in attendance at this meeting there were to be three optome- 
trisis, an ophthalmologist, a representative from the Clear Creek Medical 
Society, the head of the Tri-County Health Department, and the head 
nurse from that department. since the program was to be administered 
to a large extent by the nurses of that department. The Jefferson County 
health chairman was also to attend. In actual attendance there were 
two or three others 

There was immediate opposition to the program, principally by 
lay members, on the basis of it being an unnecessary expenditure: 
and there was considerable discussion as to whether or not the Snellen 
Chart method was adequate, and as to whether or not the ortho-raters 
were as satisfactory as other instruments. The School Board at this 
meeting felt that it wanted to be able to refer a larger number of chil 
dren and recommended that the professional committee come up with a 
recommendation which would be satisfactory to a majority. After a 
few meetings, it was concluded that a Massachusetts vision test of some 
type would be satisfactory to all concerned. 

Miss K. D. Carey, the head nurse for the Tri-County Public 
Health Department, felt that she could devise an instrument which 
could be built by the mechanics within the school system and be com- 
pact and inexpensive enough that the system could afford one for each 
nurse, and finally one for each of the schools after the next proving 
period. 

This instrument was finally accepted as the approved instrument 
on March 19, 1957. In the interim, standards acceptable to all mem- 
bers of the committee were arrived at and they were as follows: The 
grades to be screened were Kindergarten, First, Third, Fifth, Seventh, 
Ninth, and Eleventh 

The standards were to be: for Kindergarten through Second. 
an acuity test, right and left done on the scrambled E chart. If this was 
passed on the 20/30 line, the child was given a pair of +2.00 D. sph 
and if he could see the 20/20 line he was referred, and if not, was then 
given a phoria test, the limits of which were 54 exophoria and 4A 
esophoria, and, if within these tolerances, the child was next given a 
vertical phoria test, the tolerances of which were 2A in either direc- 
tion; the entire test being done at twenty feet up to this point. A design 
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permitted a rapid recognition of the deviation, and the child was given 
a red wand which simulated the red streak produced by a Maddox rod 
contained in a combination occluder. When the infinity test had been 
completed, the child was then given a near point phoria test, both hori- 
zontal and vertical, and the tolerances were set out in the design of an 
airplane. In the grades above the Third, the same procedure was used 
except that the standard for visual acuity was raised to 20/20. At the 
High School level, additional tests were added to screen for color-blind- 
ness, the thought being that at this level the knowledge of color 
blindness was essential to aid in vocational guidance. Since this was a 
pilot plan, if it was found that the seven available nurses and equip 
ment would not permit adequate coverage for the twelve thousand 
students in the time allotted, the next year would consist of a Snellen 
test, teacher referral and a color test at the High School level (grades 
Nine and Eleven). Each child classed as a referral by the parent-teacher 
team was then re-screened by the nurse before the referral slip was sent 
to the home. 

When the apparatus had been designed and approved by the com- 
mittee, one hundred children were then screened and the number of 
referrals calculated. Fifty of these children were then examined by medi- 
cal refractionists under cycloplegics and 50 were examined by optome 
trists using non-cycloplegic techniques. A very good correlation was 
obtained. The total of referrals was 23 per cent. Since the office pro- 
cedure substantiated the referrals by the instrument, and it seemed as 
though the new suggested screening techniques were not under refer- 
ring, there remained then only the problem of setting up the procedure 
in the schools and the records. 

It was then decided to send letters to all of the optometrists and 
medical refractionists in the Denver area, asking their cooperation in 
returning the referral slips, explaining the urgency and their value for 
statitiscal compilation and subsequent case records in the schools. 

The method of giving the screening was then discussed and it was 
decided that screening test would be made by P. T. A. health chairmen 
and mothers, a team of three or more where possible, assisted by the 
teacher and supervised by one of the Tri-County health nurses who 
would then conduct hearing tests simultaneously, and thus merely super- 
vising the screening. The committee decided it should indoctrinate 
all of the women who were to do the screening. A training session 
would consist of a two to three hour period which would consist of 
talks by two professional men, allowing a question period after each 
talk. The medical refractionist took the first hour and the optometrist 
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took the second hour, allowing a half hour question and answer period 
Then the teams were given actual indoctrination in the mechanics of 
screening with the instrument itself, since the theory and history had 
been discussed in the earlier session. It was decided that since a large 
number were going to attend, there would be two repetitions of this 
procedure on succeeding days. A total of approximately one hundred 
eighty mothers were given this course and it was received with en 
thusiasm. 

At the present time the screening of an estimated 12,000 of 24,300 
children in this district is under way. Since a certain number of these 
children have already received ocular attention, it is estimated that 
referals will lie somewhere between 18% and 23%.* 

The author recommends this approach to school screening for the 
following reasons: 

A greater number of children now being under referred will be 
referred, and we feel that there will be no large number of over referrals 

It has promoted better interprofessional relations within the 
county. 

It has enlightened a large number of parents in the needs for 
school visual screening. 

It has done a reasonably good public relations job for the follow 
ing groups: R-1 School District. Tri-County Health Department. 
and the optometric and ophthalmological professions 

OTTO J. BEBBER, 0.D 


428 E. COLFAX 

DENVER, COLORADO 

*Upon request, the author of this report will send readers a copy of the school 
referral slip used in this screening program 


ANNOUNCEMENT 


A SHORT COURSE ON LIGHT AND VISION AT MICHIGAN 


The University of Michigan and the Illuminating Engineering 
Society are offering a short course on Light and Vision developed by 
the University of Michigan's Institute of Industrial Health, School oi 
Public Health and Vision Research Laboratories. The courses will be 
held on the campus at Ann Arbor, March 19, 20, and 21. Optometrists 
wishing to attend should write the School of Public Health, 109 S. 
Observatory St., Ann Arbor, Michigan, for reservations and program. 


SPECIAL REPORT 


ASPECTS OF INTERPROFESSIONAL RELATIONSHIPS* 


Carel C. Koch? 


Minneapolis, Minnesota 


PREFACE 

This report has been written to express my own personal opinions 
as to the manner in which we may solve questions which are now ad 
versely affecting interprofessional relations. | am well aware that cer- 
tain suggestions which follow will surprise optometrists and that some 
will disagree. This is to be expected. It is important that we now 
consider the following aspects of interprofessional relationships so that 
steps may be taken to remove these areas of disagreement, if not in the 
manner suggested by the writer, perhaps in other ways. In any event 
problems are presented which must be solved in the public's best 
interest. 

ATTITUDE OF OPTOMETRY TOWARDS MEDICINE 

The attitude of healing arts practitioners within a professional 
group towards practitioners in another group is naturally one of many 
factors influencing the relations which exist between the groups. At 
times this phase is neglected in considering interprofessional relations 
and often it is ignored. In considering these relations one may well start 
by attempting to determine what is the attitude of optometry towards 
medicine. This is an interesting question and one when officially dis 
cussed and reviewed is frequently modified by a long list of qualifica- 
tions and reservations that make the answer more or less obscure, if it is 
really answered at all. 

As we study the attitude of optometry towards medicine, we are 
not speaking of the official positions or viewpoints of officers of opto- 
metric Organizations, as these individuals change from year to year and 
their attitude may be affected to some degree by their prior legislative 
experiences, public relations, economic and sociological connections. 
Nor are we attempting to secure the answer by studying and reviewing 
the official pronouncements of optometric organizations as shown in 
*Read before the annual meeting of the American Academy of Optometry, Section on 

Pathology, Chicago, Illinois, December 8. 1957. Also read before the Illinois Chapter 
American Academy of Optometry, Chicago. Illinois. For publication in the February 
1958. issue of the AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OI 
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+Optometrist. Fellow. American Academy of Optometry 
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approved resolutions of various bodies. These resolutions may not be 
truly representative due to the casual manner in which most of these 
are drafted and approved by small numbers of delegates who do not 
completely represent the thinking of the large body of optometric prac 
titioners in optometry. In addition, we see in many such resolutions, 
the handwork of small pressure groups who have some ulterior motive 
at the time of presentation. 

Where then can one go to get a more realistic picture of the attitude 
of optometry towards medicine? The answer is to turn to the great 
mass of optometric practitioners themselves whose viewpoints are best 
determined, not by questionnaires, or by having them vote on specific 
issues, but by simply observing their day to day actions and opinions 
in their relations with their patients, the public and other professional 
men. 

In the writer's opinion, there is no better listening-post for such 
a task than an editor's numerous contacts with his readers. It is from 
these contacts, both in and out of the Academy, thai the resulting 
observations are drawn. In a large measure, the following seem, to the 
writer, to reflect the thinking of optometrists both during the period 
when the National Interprofessional Committee on Eye Care was 
active,’ as well as in the later period when some friction has developed 
between optometry and ophthalmology. Strangely and happily the 
attitude of optometrists has changed but little during this entire period 

What is this attitude? Optometrists generally think of medicine in 
terms of the medical men and women they know individually. They 
generally look upon medicine with respect and hold the art and science 
of medicine in very high regard. They are sometimes puzzled and 
confused by certain acts of the medical politician but, on the other 
hand, no more so than they are also confused by the acts of the opto 
metric politician. All politicians are looked upon as a more or less 
inevitable and necessary nuisance in a busy clinical world. This prob 
ably explains to some degree why the number of optometrists who 
attend annual meetings of the American Optometric Association is so 
small in relation to the large number of A.O.A. members. The Ameri 
can Medical Association is also plagued with the same problem to some 
extent. Of course, the more recent attacks upon optometry by the Guild 
Prescription Opticians of America® and the National Medical Founda 


'During the years 1950 to 1953, the committee met at least two times each year 
The writer served as one of the representatives of optometry, and also as secretary of 
the committee 

“Carel C. Koch. Diversionary Attack upon Optometry. Am. J. Optom. & Arch 
Am. Acad. Optom. 34.5.276-279, 1957. 
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tion for Eye Care have had an irritating effect, but optometrists point 
out that they have been under fire before and that these attacks are 
but a poorly disguised effort to secure more patients for ophthalmologists 
and opticians at the expense of optometry. Done as crudely as they 
are, they are likely to backfire. In a later portion of this report these 
attacks will be reviewed in more detail. The point here is that to the 
present moment these attacks upon optometry have not changed the 
opinion of medicine held in the minds of optometrists 

Optometrists generally feel that medicine has made far-reaching 
and impressive progress in both education and the science of diagnosis 
and therapeutics. They feel. too, that optometry must match this 
progress, and most feel that it has. There is a growing awareness 
among optometrists of the important place our centers of undergraduate 
training have in maintaining the scientific advancement of optometry. 
as well as in the education of the optometrists of tomorrow. This 
awakening is widespread and is growing, and it is important to the 
future of our colleges and schools 

Optometrists, in very large part. feel the same towards ophthal 
mologists as they do towards physicians. They seem to have great 
respect particularly for the better trained men who are for the most 
part doing the better work. The eye, ear, nose and throat men with 
but limited specialists training are not as well regarded by optometrists 
as a rule, but all are held in respect. Optometrists hope that medical 
and surgical techniques continue to improve so that patients with ocular 
pathology referred by them to ophthalmologists will receive better and 
better care in the future 

Most optometrists realize that eye surgeons have to refract, as 
they are aware of the small number of surgical eye cases that are avail- 
able to these men. When they hear of an occasional medical specialist 
refracting 25 to 30 patients in an afternoon, or having lay personnel 
perform this important function, they resent this just as they object to 
similar mass refractive procedures on the part of commercial optome- 
trists. Fortunately this is not common. 

In general, medicine and ophthalmology have the respect of op- 
tometrists. There is very little evidence which shows any desire on 
the part of optometrists to enter the field of ocular therapeutics.* Some 
feel, however, that if cycloplegics, mydriatics and surface local anes- 

*On occasion such views are presented. Corriveau proposes that optometry become a 
subdivision of medicine similar to dentistry and that optometrists, after advanced 
training, practice limited medicine and minor surgical techniques. Long Term Plan 


ning in Optometry Inter-Professional Relations. Arthur L. Corriveau. O.D New 
England Journal of Optometry. November, 1957, issue, pages 163-168 
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thestics were available and used occasionally by optometrists as they 
are in England, that they might be subject to less occasional criticism 
by some medical men.* But this, too, seems to be the thinking of only 
a small but growing minority. 

The substantial majority of optometrists feel that there is a great 
future in optometry as it is practiced today. There is a widespread 
demand for a free and independent profession of optometry, working 
in close harmony with all allied health workers. 

LEGISLATION AND THE DISPENSING OPTICIAN 

Interprofessional relationships are affected in no little degree by 
the desire of dispensing opticians for licensing legislation and by the 
negative attitude of organized optometry towards the passage of such 
legislation. While it is true, perhaps. that not all dispensing opticians 
favor this form of State legislation, it appears that a majority do. This 
is true for a number of reasons 

First, such legislation gives the dispensing optician a feeling of 
“standing” in the world of ophthalmic optics, and, he hopes, with the 
public. As most individuals in the healing arts field are licensed, the 
dispensing optician feels that he should be. He particularly compares 
his work with that of the pharmacist who is also a dispenser, and who 
is licensed. 

Next, the dispensing optician feels that licensure is essential from 
a security standpoint. When licensed to dispense ophthalmic prescrip- 
tions by the State, such official recognition removes the fear that under 
some broad interpretation of an existing optometry law, he might be 
prohibited from dispensing. As this possibility has also been mentioned 
in organized optometry and, in fact, may have been tried on one or two 
occasions in the courts, it appears that the optician’s fears are not 
entirely unfounded. As security is an important motivating force, these 
facts play a strong part in his insistance for legislation, and thus in 
inter-professional relations discussions and actions that have an im- 
portant bearing upon these relations. 

The third reason advanced for legislation by dispensing opticians 
is that such laws inevitably set up some standards of behavior which 
must be fulfilled by those who are licensed. To be sure the standards 
at first would not be high, but if a start is made an improvement may 
follow. Many dispensing opticians feel that this is a very important 
reason for securing legislation. 


Carel C. Koch. Cycloplegics and Mydriatics—What Position Should Optometry 


Take, If Asked to Use Them. Am. J. Optom. 8 Arch. Am. Acad. Optom. 30.7 
382-385. 1953 
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Closely allied with the need for standards is the need for requir- 
ing a minimum educational background for those entering the field of 
dispensing opticianry. Without legislation on this subject, educational 
requirements may not be enforced, and this fact holds the level of 
performance below that necessary to meet either public requirements 
or those of the professions served by dispensing opticians. This is one 
of today’s problems and the whole question of education for dispensing 
opticians will be mentioned again in the next portion of this report 

The next factor which has had repercussions in the field of inter- 
professional relations has to do with the controversy that now exists 
with optometry as some dispensing opticians engage in contact lens 
fitting. This problem has probably gone beyond the point of being 
resolved around the conference table, and has been in the courts. Never- 
theless, dispensing opticians insist that the matter be settled by legis- 
lation 

The last point raised by dispensing opticians in favor of legisla 
tion is that they now have such registration in 18 or 19 States and if 
they have it in these, they should have the same advantageous legisla- 
tion in other States as well. All of the factors just reviewed have an 
important bearing on interprofessional relations. The dispensing opti- 
cian has a voice in these discussions, and whether we like it or not, he is 
supporicd in many of his demands by elements of ophthalmology 

As indicated earlier, there are two sides to this matter. Up to the 
present optometry has looked with disfavor on the proposals for licens 
ing opticians. The reasons for this attitude are familiar to optometrists, * 
being (1) the frequent and unprincipled attacks upon optometry by 
many dispensing opticians in their advertising and promotional material 
(2) Their persistence in engaging in contact lense fitting without hav- 
ing the fundamental background and specialized training this work 
requires. (3) Their unethical and widespread steering and capping 
activities for selected ophthalmologists who should know better than to 
permit this, and (4) the fee splitting and rebating which was widely 
practiced until it was declared illegal by the federal courts. Optometrists 
point out that this practice is still going on between some dispensing 
opticians and ophthalmologists, if not in its original form, through 
thinly concealed subterfuges such as gifts of equipment, rental of space 
on a percentage basis, forgiven loans of capital and other methods. On 
September 26, 1957, the Canadian income tax appeal board ruled that 


‘Carel C. Koch. Problems with Dispensing Opticians. Part 1. Improper Promo 
tional Activities. Am. J. Optom. & Arch. Am. Acad. Optom. 30.6.318-325 
1953 
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22 British Columbia ophthalmologists received $360,000 in rebates 
on prescriptions over a 10-year period and must pay income taxes on 
that amount. 

These are factors which make good interprofessional relations 
difficult. Yet, in the interest of the public, it is essential that the dif- 
ferences which exist between optometry and dispensing opticianry be 
resolved. This must come about either by conferences or by legislation. 
Such conferences have failed in the past, and perhaps will fail again, 
but with proper spirit and leadership on both sides much could be 
accomplished. If not, then it seems necessary, to the writer, to clear 
the air through the enactment of legislation setting up standards of 
performance for dispensing opticians, thus policing them into some 
form of ethical behavior.® 


TECHNICAL EDUCATION FOR OPTICIANRY 

In discussing legislation for dispensing opticians, mention was 
made of the lack of educational opportunities in the entire field of 
opticianry and the effect of this on interprofessional relations. The 
American Board of Opticianry recognizes only two schools now teach- 


ing mechanical ophthalmic optics for opticians. One of these is in Los 
Angeles and the other in Buffalo, New York. Both are good schools. 
but a number of additional training centers are badly needed 

The presently approved schools each have a two year college course 
for high school graduates. These courses cover the entire field of 
mechanical optics including dispensing. and the students are given a 
form of training that enables them not only to do a good job as 
opticians but to understand what they are doing and why it is done. 

Unfortunately, the enrollment at both schools is not large and 
today most indivduals coming into opticianry do so as apprentices with- 
out any formal training in the basic and applied sciences. To be sure 
this is the way it has been for centuries, but with the rapid development 
of modern scientific technical methods, this old apprentice system is not 
giving the young laboratory apprentice the knowledge he must have if 
he is to serve properly those who prescribe spectacles. More two year 
college courses for high school graduates who wish to become opticians 
are needed. 

If the standards for dispensing opticianry are to be raised, certainly 
the standards of opticianry itself must be raised as dispensing is only a 
small part of the whole field of mechanical ophthalmic optics that con- 
stitutes opticianry. It follows, then, as raising standards in dispensing 


Glenn A. Fry. Interprofessional Relations in the Design of Eyewear. Am. J 
Optom. & Arch. Am. Acad. Optom. 34.4.212-220. 1957. 
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opticianry is essential for better interprofessional relations, that optome 
try consider what it can do to help. Optometrists have a tremendous 
interest in this entire matter even though most of them have given it 
little or no thought. As they control the facilities which might be used 
to improve this situation, they should consider using these facilities to 
accomplish this end. 

Optometric schools and colleges should now study the advisability 
of adding a two year technical course in opticianry to be offered to high 
school graduates. To a large degree the physical plants are available, 
with some possible additions necessary in the mechanical optics labora- 
tories. In most places no great number of additional faculty people 
would be required. Such courses could be offered in a number of places 
as early as the fall of 1959. 

Additional courses of this character, in a manner similar to the 
courses presented in undergraduate optometry would, over the years 
bring into opticianry at ail levels—manufacturing. laboratory work and 
dispensing—a new group of opticians who would have pride in their 
work and would do much to raise the standards of dispensing opticianry 
thus helping interprofessional relations. Also, such a move would place 
many well trained opticians in optical laboratories where they would 
better serve optometrists 
GLAUCOMA AND INTERPROFESSIONAL RELATIONSHIPS 

It may seem strange that a single disease of the eye, glaucoma. 
could be tied in with interprofessional relationships between optometry 
and ophthalmology, but such is the case. At present we are in the midst 
of a number of well intentioned nation wide promotional campaigns 
to focus attention on what have become today’s popular and well 
known diseases. It is impossible to escape from this flood of propaganda 
if one is exposed to any of the mass media. Cancer, tuberculosis. polio, 
heart problems and more recently asian flu. to mention but a few. are 
discussed at considerable length on the air and in print. An effort is 
now being made to add glaucoma to this list of dramatic diseases 

How is this brought about? In the first place, the public is health 
conscious. The material on these diseases is presented in an interesting 
way and powerful public relations programs keep interest alive. In other 
words, organized forces are ut work to raise additional sums of money 
for more public relations activities and, at times, for research. An impor- 
tant secondary reason is to increase the traffic of individuals into physi- 
cians’ offices. Medical societies naturally approve of this subtle and 
indirect form of medical advertising as it produces business, and the 
cost is largely -arried by the public either through personal contribu 
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tions of funds or through the increased cost of pharmaceuticals, as many 
drug manufacturers contribute substantially to these activities. Physi 
cians as individuals contribute very little of the total funds used for 
these purposes, although they frequently serve as technical advisors in 
laying out medical portions of these campaigns 

The growing campaign relating to glaucoma detection ts of interesi 
to optometrists as the manner in which it is conducted frequently at 
local levels, upsets otherwise normal interprofessional relations. This 
is very regretable, for when such a situation arises in a locality the close 
relationships between local optometrists and ophthalmologists are 
strained, and normal referral procedures are impaired to the ultimate 
disadvantage of patients with suspected glaucoma 

On the national level, the glaucoma campaign is to a great degree 
sponsored by the National Society for the Prevention of Blindness 
Their work is well done. It represents a sincere effort on the part of 
Dr. Franklin M. Foote and his staff in attacking one of the causes o 
blindness and their planning and promotional material has generally 
been free from anti-optometric propaganda, athough quite naturally and 
properly, persons with glaucoma are referred to ophthalmologists. as 
they should be. The N.S.P.B. has, the writer believes, attempted to 
keep its promotional material free from such bias as might stir up con 
troversy between optometry and ophthalmology. In fact. N.S.P.B 
looks to optometry for help and cooperation in making the national 
program a success. This is particularly true as optometrists are expected 
to do a good job of screening and always keep glaucoma in mind in 
working with patients who have reached the presbyopic age 

If only N.S.P.B. were involved in this matter, there would be 
little or no problem as far as interprofessional relationships are con 
cerned. The problem occurs when their plans and campaign materials 
filter down to the State level and are sometimes given an anti-optometrix 
twist at that point. Then trouble occurs 

The solution to this State problem of interprofessional relationships 
lies in optometry’s getting into this activity at once in a large way 
Every State Optometric Association, assisted by local chapters of the 
Academy. should develop a ‘‘glaucoma-project’’ and promote it to the 
fullest degree. As optometrists we have a sincere professional interest in 
these patients. We are responsible, at least morally," that every pre 
caution be taken by ourselves in screening patients with possible indi 
cations of glaucoma and getting these into the hands of an ophthal- 


"Glenn A, Fry. The Division of Labor Between Optometry & Ophthalmology 
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mologist. There can be no short cuts or omissions 

Such projects are under way in California, Minnesota, New Jersey 
Ohio and Pennsylvania, and perhaps other States as well. This activity 
should become nation wide. This is a twofold project. requiring (1) 
post-graduate education and proper instrumentation for optometrists 
and (2) widespread optometric publicity tying-in with local interest 
in the subject and thus adding to this interest 

Specifically, several things should be done in each State. First, a 
local post-graduate course of the refresher type should be arranged in 
which the newer screening techniques and provocative tests for glaucoma 
may be reviewed for all optometrists. Second, surveys should be made 
(by our State Boards of Examiners if necessary), to make sure that 
every optometrist has at least a tangent screen or campimeter, or other 
instrument built on the Harrington-Flocks principle, and that he regu 
larly takes central fields on all patients over the age of 40. Third 
efforts should be made to increase the use of other screening tests such 
as the scleral tonometer. A definite effort should be made along this 
line. Next. the public relations efforts of the State Association should 
be directed towards pointing up the fact that optometrists are alert 
and doing something about the problem of glaucoma. This optometric 
activity—done honestly and sincerely—will tie-in with the local 
programs of the N.S.P.B. and both the public and optometry will 
benefit. In addition, the local cause of friction will be reduced or 
removed. 

IS OPTOMETRY A DRUGLESS FORM OF HEALING? 

The small group of ophthalmologists who militantly oppose op- 
tometry and who are trying to influence the thinking of other physicians 
iN an anti-optometric direction are pointing out that optometry is a 
drugless form of practice. The implications here are that optometry 
is in some way comparable to naturopathy or chiropractic. Of course 
nothing could be further from the truth. This action is taken in the 
hope that by confusing physicians, we will be placed in the same anti 
medical group with drugless healers who are generally unpopular among 
medical men. If this could be done the result would be that physicians 
would also dislike optometrists 

This is an unscrupulous, though clever, scheme on the part of these 


opponents and is one which must be corrected. To be sure, it will not 
always be easy to do this, but it must be done as the basic tenet is untrue, 
and it may deceive physicians who have given the matter little thought 
In addition, such tactics obviously interrupt normal interprofessional 
relations. 
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While it is true we do not regard the use of cycloplegics in refrac 
tive work as essential, we take this position because we feel that for the 
vast majority of patients a betier job can be done without the dru 
than with it. This is no recent belief, but dates back to before 1890 
when the first collective scientific optometric thinking began. It was 
because of this belief that many of our State licensing laws were adopted 
calling for optometrists to refract without the use of a cycloplegic 
Optometrists believed this then and still stand firm on this long tested 
premise. Since that time our schools and colleges have placed many 
thousands of optometrists in practice and the success of their work indi 
cates the strength of our position. In addition, research work has verified 
the contention that the end results of non-cycloplegic and cycloplegic 
refractions done on the same patients, each by experts in their own 
technique, produce comparable results 

Moreover. as Kennedy’ has said, optometry is pro-medical. We 
have always been friendly towards medicine. The subjects we take in 
our undergraduate professional schools indicate this, and our entire 
training as optometrists supports this. Besides, we refer many patients 
to medicine. As pointed out in the first part of this report the attitude 
of optometrists towards medicine is excellent, and optometrists have 
never considered themselves anti-medical by any stretch of the imagina 
tion. Furthermore, ophthalmologists refract under the same conditions 
as optometrists. using similar instruments and techniques. The overall 
procedures of both are the same. The great majority of refractions 
that are done today are completed without using a drug 

To offset the anti-optometric propaganda, all of the facts about 
optometry must be presented to leading physicians in every State. The 
data must be concise, but they must fully cover these points: the funda 
mentals of optometric undergraduate professional education; the fact 
that optometrists make a complete examination of the eye and orbit 
before each refraction; that they are trained and skillful in doing this 
without the use of a cycloplegic or mydriatic: that their success in this 
work is widespread: that optometry is, and has always been, pro 
medical: that at present there is a shortage of optometry students and a 
good opportunity for them later on in practice and that we invite them 
as physicians to refer prospective students to us for enrollment in our 
schools and colleges. These are facts that must be brought before med1- 
cal men again and again. Optometry has nothing to hide. Its training 
and work are the best the field affords. We are proud of optometry, and 
it can and must be sold to medicine. 


7John R. Kennedy. O.D. St. Paul. Minn. Personal communication. Sept. 18, 1957 
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This is a joint task for the American Optometric Association and 
each State Optometric Association. The A.O.A. has the facilities to get 
the promotional material written and printed. It should ( with its recent 
dues increase) stand a major part of the cost of this material. Each 
State Optometric Association could assume the cost of distribution as 
well as part of the costs of this special promotional material. This is 
an activity which takes precedent over many other day-to-day organiza 
tional activities, and programs should be changed to permit this impor 
tant work to go forward at once. A nation wide program of this sort 
directed to physicians will offset such anti-optometric derogatory material 
as has been used. and will pay dividends in improving the interprofes 
sional relationships between optometry and medicine.* 

THE NEW PUBLIC RELATIONS FRONT FOR OPHTHALMOLOGY 

At this time a report on interprofessional relations would not be 
compleie without some comment on the National Medical Foundation 
for Eye Care. To be sure, in an earlier portion of this paper, this new 
ophthalmological organization was mentioned. However, the purposes 
of this splinter group should be examined more closely, since without 
question they intend to adversely affect the interprofessional relations 
between optometry and ophthalmology as much as they can. It is a 
very unfortunate thing that this is the case, as everyone, including the 
public, suffers from this type of action. At this point. in all fairness 
two things should be pointed out: (1) many ophthalmologists have not 
joined this group, and (2) in optometry we also have a small fringe 
group who can see nothing good in anything ophthalmology is doing 
and they. too, are at times quite vocal about it. In fact some of the 
sadest experiences the writer can remember in the field of interprofes 
sional relations work have been brought about by recalcitrant optome- 
trists. 

The National Medical Foundation for Eye Care has for its major 
purpose the vigorous promotion of ophthalmology. This is basically 
a public relations organization and we, in optometry, have no objection, 
nor do we have the right to object if this organization puts ophthal- 
mologists and their work before the public in the best possible manner 
providing they leave optometry out of their discussion. This is the pur 
pose of a well run public relations program, and despite its high sound- 
ing name this organization is fundamentally a public relations front for 
ophthalmology. financed in a very considerable part by ophthalmologists 

“Carel C. Koch. Education in Interprofessional Relations. Am. J. Optom. & Arch 
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contributions: although in the October, 1957, issue of the DISPENSING 
OPTICIAN an editorial appeared inviting dispensing opticians to join as 
affiliate members. 

Recently this group has published a booklet® that outlines its 
criticism of optometric practice and reviews the reasons for the reluctance 
of ophthalmologists to work in harmony with optometrists. In this 
booklet our shortcomings are emphasized and physicians in general 
practice are also made to believe that optometry is about to invade the 
field of ophthalmology through the treatment of eye disease. Actually 
organized optometry has taken no steps in this direction nor do our 
undergraduate professional schools and colleges teach these subjects. The 
material in this booklet is largely a rehash of the things we have heard 
many times before, and as usual most of the inferences are either entirely 
or partially untrue or twisted. However, a repetition of these statements 
has some adverse affect upon interprofessional relations. 

There is a fifth column of hatred here, and it will in the end be 
crushed when those ophthalmologists who are interested in the public's 
good, again become active and exercise their control. What this splinter 
group overlooks is that optometry is here to stay, and good relations 
between medicine and optometry are in the public interest. 

THE DISPENSING OPTICIAN AS A STEERER AND CAPPER 

Interprofessional relations are affected in no small degree by the 
smugness of certain ophthalmologists in referring to their high ethical 
concepts of practice while at the same time, condoning and participating 
in the very worst form of unethical practice procedure—that of having 
steerers and cappers soliciting patients for them. 

In the larger urban centers throughout the United States, this is 
a common practice. Certain dispensing opticians in most of these cities 
advertise spectacles and optical services and in their paid publicity make 
little or no effort to disclose the fact that only optical dispensing is 
done in their shops. This is not true of all dispensing opticians, but 
only of some. Prospective patients needing refractive care are attracted 
by this promotion and are smoothly taken by the dispensing optician 
to a nearby ophthalmologist's office where a refraction is immediately 
made, and the patient is returned to the dispensing optician’s shop where 
the sale of materials takes place. In some instances the patient is actually 
escorted from shop to office and back again so there can be no slip-up 
or possibility that the patient might escape. 


‘Medicine, Optometry and the Public Welfare. A Report to the Medical Profession 
(Anonymously written.) Published by the National Medical Foundation for Fye 
Care, 250 West 57th St.. New York City. 49 pages. paper covers. 1957, 
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Certain types of dispensing opticians see nothing wrong in this 
and have actually made similar arrangements to do the same sort of 
steering and capping for nearby optometrists. When these arrangements 
are found to exist, the State Board of Examiners in Optometry takes 
prompt action against the optometrist in correcting the situation, but the 
Medical Boards seem entirely indifferent to the matter. That these situa 
tions are not just chance referrals'® is clear when ophthalmologists have 
been known to invest their funds in optical dispensing establishments 
and long lists of them are known to have received substantial kick 
backs from dispensing opticians in the past 

While the writer is well aware that among certain optometrists 
many unethical practices exist, we believe that fee-splitting, receiving 
kick-backs from dispensing opticians and the use of steering and capping 
are not high on the list of these unethical practices. Yet, unfortunately 
a substantial number of ophthalmologists engage in these practices 
while remaining members in good standing of medical societies that 
are known to have high standards of practice requirements for mem 
bership 

Of course not all ophthalmologists nor dispensing opticians engage 
in these improper activities. Many are entirely ethical and do nothing 
that could upset interprofessional relations. More and more ophthal 
mologists are doing their own dispensing. thus freeing themselves from 
any possible criticism, yet the practices mentioned are sufficiently wide 
spread in most urban centers to upset interprofessional relations. In 
addition, in some areas these practices seem to be growing in extent and 
unless some corrective steps are taken to eliminate the problem by officials 
in ophthalmology working with medical authorities, a repetition of 
the 1948 scandal (the dispensing optician-ophthalmologist kick-back 
court action) will occur. Perhaps it is already past due 

From an optometric standpoint, the question is frequently raised 
as what we can do about this, or what we should do. The situation is 
bad because when any individuals in the eye-care field get in trouble 
the result is that the innocent suffer along with the guilty. This was 
true in 1948 when the public lost faith in everyone having anything to 
do with refractive care and spectacles because of the revelations of the 
Federal Court on the improper kick-back. 

It has been seriously proposed that optometrists raise the necessary 
capital and establish dispensing opticians shops in various cities under 


Carel C. Koch. Problems with Dispensing Opticians. Part II The Referral 
Question. Am. J. Optom. 6 Arch. Am. Acad. Optom. 30.8.438-443. 1953 
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their own control and supervision. In other words fight fire with fire. If 
this were done, it would require a marked change of attitude towards 
steering and capping on the part of our State Boards of Examiners in 
Optometry, and it is doubtful if such a change in thinking would occur. 
In addition it would be a mistake. The old saying that two wrongs do 
not make a right applies here. For optometry to adopt the bad practice 
habits of some ophthalmologists would not be the form of progress we 
hope for in optometry. Nor, would it improve interprofessional rela 
tions. 

The solution to this vexing problem rests in several possible actions. 
The first of these is a clear cut insistance for proper and normal behavior 
on the part of all ophthalmologists by the State Board of Medical 
Examiners. The attorneys for both Boards should be of help here. The 
next is licensure of dispensing opticians and setting practice standards for 
them to follow. If these fail. perhaps what is needed is a nation wide 
investigation covering all aspects of visual care with particular stress 
on the distribution of ophthalmic materials at the patient level. In 
1929 crime problems in the U.S.A. became so bad that President Herbert 
Hoover named a national commission headed by George W. Wickersham 
to study the situation. This group considered conditions at a national 
level and were successful in centering greater attention on law enforce- 
ment. If all elements of the healing arts concerned with vision cannot 
mend their ways and clean house, it may be necessary to go to the 
government for a commission to focus attention and remedial legislation 
on these matters. 

IS THERE AN OVEREMPHASIS ON EYE PATHOLOGY? 

An earlier section of this report dealt with glaucoma and the sug- 
gestions which were made to reduce causes of professional friction result- 
ing from campaigns to promote glaucoma screening. This section deals 
with the subject of eye pathology in general, and the occasional over- 
emphasis of this subject which, at times, causes problems in interprofes 
sional relations between optometry and ophthalmology. 

While no one knows exactly how much ocular pathology is present 
in the United States, it is generally admitted that the total amount ts 
small in relation to the population. Statistics on this subject are in 
accurate as these largely come from eye hospitals, or public eye clinics, 
where naturally a substantial number of patients have some sort of 
either active or non-active eye pathology. 

Patients in America, in addition to being health conscious, have 
also developed to a somewhat marked degree the ability, as Fry has 
pointed out, of screening their problems and selecting their specialists in 
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accordance with their needs. This is particularly true in the eye care 
field. Many patients with a symptomatic pathological eye condition 
will go directly to an ophthalmologist. Patients who seek the services 
of an optometrist, tend to be those without obvious pathological 
symptoms. 

The statistics developed by each group on the subject of eye 
pathology are subject to question as the sample used is an improper one 
if the figures are related to the population as a whole. In any event it 
is probably safe to say that only a very small portion of the public have 
an undiagnosed systemic or an ocular pathological condition that re- 
quires ophthalmological supervision.* Certainly these patients should 
have this care, and it is up to optometrists to carefully screen all cases 
seen by them so that this may be accomplished 

In the entire lifetimes of all peoples in this country only a very 
small percentage of the population ever experience serious ocular path- 
ology. At any given time the number of these serious cases of ocular 
pathology is probably considerably less than one-half of one per cent of 
the population, and even then a portion of this pathology is of such 
nature that nothing specific is usually done about it other than to keep 
it under observation. In great part we can thank the high standard of 
living in North America and the enforced hygenic programs for this 
low rate of ocular pathology. These figures, however, should be kept 
in mind in making policy decisions in our legislative halls, insurance 
programs and industrial eye and visual safety work projects 

Interprofessional relations are sometimes strained, however, when 
undue emphasis is placed by ophthalmologists, on the magnitude of this 
small group of pathological patients, particularly when no mention is, 
at the same time, made of the great overall body of patients whose only 
eye problems fall in the field of refractive errors or motor anomalies 
HANDLING PATIENT REFERRALS 

Although many problems of interprofessional relations were dis- 
cussed at the December 9, 1951, meeting of the National Interprofes- 
sional Committee on Eye Care in New York City, the referral of patients 
consumed the major portion of the session. In this connection Dr 
Glenn Moore presented to the committee for its approval a statement of 

*Fitch reviews this problem and points out that already there are too many 
ophthalmologists for the surgical work available to them. Unless surgery is done 
frequently by an ophthalmologist it is not apt to be done well The spreading of 
small numbers of surgical cases over a large number of ophthalmologists will result in 
lessened efficiency of all. Observation on Optometry’s and Ophthalmology’s Inter 


professional Relations. Lawrence Fitch. O.D. Editorial. January, 1958. issue. Am 
J. Optom. 6 Arch. Am. Acad. Optom 
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the official policy of the American Optometric Association relative to the 
interprofessional referral of patients. This was approved in the follow 
ing form: ‘Referral of patients to ophthalmologists by optometrists 
and vice versa should be on a consultation basis with full reciprocal 
professional courtesies and privileges. Optometry appreciates that it may 
be necessary for the ophthalmologist. to conduct a refraction or other 
investigation of the visual status in the diagnosis or treatment of ocular 
or other pathology. In case of the referral of a patient to an ophthal 
mologist by an optometrist. the former should give the latter a confi- 
dential report, which should include any information which may be 
coordinated in affording the best optometric care to the patient by the 
optometrist. The ophthalmologist should not furnish a prescription 
or advice relating to the optometric phase of the patient's condition to 
the patient.” 

A general observance of this approved policy statement on the 
part of both ophthalmologists and optometrists would remove one of 
the thorny problems which have confronted the professions. It is true 
that many ophthalmologists, both before and after the adoption of the 
foregoing statement, have followed this policy and have enjoyed excel 
lent interprofessional relations with optometrists. However, many have 
failed to do so, and to some degree the problem remains 

This is not entirely the fault of ophthalmologists. In many 
instances the referring optometrist is to blame as he merely sends the 
patient to an ophthalmologist with no report or suggestions. and by 
inference at least, because of his actions, may be suspected to have lost 
interest in the case 

In the effort to rectify this condition and to improve the mechanics 
of professional referrals the Practice Management Committee of the 
American Optometric Association has prepared a referral form to be 
filled in and mailed to the ophthalmologist which calls for a consultant's 
reply. These forms, which are available from the A.O.A., are in tripli 
cate. The original and first copy going to the ophthalmologist. the 
second copy for the files of the optometrist. Both patient and optome 
trist sign the form. A wide spread use of these referral forms may elim 
inate this problem in interprofessional relations. Certainly the matter 
should be given careful consideration by optometrists everywhere 
SUMMATION 

These are all matters of major significance as these problems have 
an adverse affect upon the well being of millions of citizens. Public and 


"Virginia Huck. National Interprofessional Committee on Eye ( 
New York. Am. J. Optom. & Arch. Am. Acad. Optom, 29.1.53-54 
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private health programs are reluctant to include routine visual care 
services as part of their benefits when they learn that the professional 
participants are prone to squabble among themselves. It is plain, that 
we as optometrists have yet to convince some ophthalmologists that 
optometrists are not planning to invade the field of diagnosing and 
treating ocular pathology. That optometrists are charged with the 
responsibility for recognizing such departures from the normal state 
is an accepted fact both in long time usage and in law. That such 
patients should be referred to ophthalmologists for care is also taken for 
granted, as is the fact that it is the moral obligation of optometrists to 
practice in this way. 

This report deals with a few of the many problems affecting the 
close interprofessional relationships between optometry, ophthalmology 
and opticianry. To a considerable degree the attitude of optometry has 
everywhere been emphasized. Suggestions are made in the effort to pro 
vide remedies for these problems. The writer is well aware that some 
of the suggestions run quite counter to the orthodox thinking of the 
present organized leadership of optometry. However, much of this 
thinking is based on the now perhaps outmoded official policy of many 
years standing and it is possible that the times have changed sufficiently 
\o warrant a restudy of many of these matters. Perhaps major changes. 
not only in our thinking. but in our official policy of the profession. 
must now be made if interprofessional relationships are to be improved. 

As has been said, this report approaches these problems from the 
standpoint of optometry and thus in some instances only the attitude of 
optometry has been stressed. There are two sides to most of these 
matters and in a subsequent report some of these problems will be 
reviewed from the aspect of ophthalmology and perhaps opticianry. 
In addition there are other very important problems which have not 
been mentioned at all. These problems are those in which optometry is 
largely at fault. These, too, have a very adverse affect upon interprofes- 
sional relations. In the second report, which will follow later in the 
year, these will also be reviewed and suggestions will be made to elim- 
inate these irritants in the effort to improve the overall tone of rela- 
tionships between optometry, ophthalmology and opticianry 
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TRANSACTIONS OF THE 
AMERICAN ACADEMY OF OPTOMETRY 


A department devoted to announcements, reports, appointments, organization data 
news, professional problems and ideals, as these relate to the Academy 


NEW YORK ACADEMY OF OPTOMETRY ELECTS OFFICERS 


At the annual election of the New York Academy of Optometry, 
Dr. Bernard Rosett, Forest Hills, was elected president to serve for 1958. 
The other officers are Dr. Harold Neuwrith, New York City, vice- 
president; Dr. Turner O. Veith, Tenafly, New Jersey, treasurer and 
Dr. Herman Sager, Lake Success, secretary. The officers and the follow- 
ing members will serve on the Executive Council: Dr. Samuel Frank, 
Brooklyn; Dr. Richard McChesney, Freeport; Dr. Harris Ripps, Rego 
Park, and Dr. Harold Solan, New York City. 


COMMITTEES AND ROSTER OF ACADEMY MEMBERS 


Dr. R. W. Tubesing, president, American Academy of Optometry, 
has announced the appointment of the following Committees: 


PAPERS AND PROGRAM COMMITTEE: Dr. Ralph E. Wick, Rapid City. South 
Dakota, chairman: Dr. Donald Springer. Anniston, Alabama; Dr. John Zettel. Cin 
cinnati: Dr. G. W. Clay. Ardmore, Oklahoma, and Dr. Leo Madigan, Boston 


SECTION ON ANISEIKONIA AND REFRACTIVE PROBLEMS: Dr. Oscar 1 
McCulloch, Holyoke, Massachusetts. chairman; Dr. Benton Freeman, Allentown 
Pennsylvania; Dr. Robert E. Bannon. Southbridge, Massachusetts; Dr. Edwin W 
Bechtold, Middle Village. New York; Dr. G. M. Belanger. Ottawa: Dr. Harold M 
Fisher, New York City; Dr. William P. Schumann, Vineland, New Jersey 


SECTION ON CONTACT LENSES AND SUBNORMAL VISION AIDS: Dr 
Bernard Mazow, chairman: Dr. Robert C. Graham. Pasadena, vice-chairman: Dr 
Daniel O. Elliott, South Bend, Indiana; Dr. John C. Neill, Philadelphia: Dr. William 
W. Policoff. Wilkes-Barre, Pennsylvania: Dr. Irving Weiss, New Britain, Connecticut 


SECTION ON OCCUPATIONAL OPTOMETRY: Dr. Herman Sager, Lake Suc 
cess, New York, chairman: Dr. Richard Feinberg, Petersburg. Virginia: Dr. Sylvester 
K. Guth, Cleveland: Dr. Richard M. Hall, Cleveland: Dr. Henry W. Hofstetter 
Bloomington, Indiana; Dr. Henry B. Peters, Oakland: Dr. Chester H. Pheiffer 
Houston 


SECTION ON ORTHOPTICS: Dr. John Zettel. Jr.. Cincinnati. chairman: Dr. Neal 
J. Bailey. Bloomington, Indiana, vice-chairman: Dr. Merton C. Flom. Berkeley: Dr 
I. W. Kinsey. Alliance, Ohio; Dr. Ralph W. LeDrew. Edmonton: Dr. T. R 
Murroughs, Santa Barbara: Dr. Max Schapero, Los Angeles: Dr. Daniel Woolf, 
New York City: Dr. Darrell B. Carter, Houston, and Dr. J. Donald Kratz, Souderton 
Pennsylvania 
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SECTION ON PATHOLOGY: Dr. Jay M. Enoch. Columbus, chairman: Dr 
Monroe J. Hirsch, Ojai. California. vice-chairman: Dr. Harold Simmerman. Wenonah 
New Jersey: Dr. David D. Michaels, Chicago: Dr. Henry L. Wolfe. Marshalltown 
lowa, and Dr. Stephen C. Outlaw, Albany. Georgia 


COMMITTEE ON POST-GRADUATE EDUCATION: Section on Post-Graduate 
Instruction, Dr. V. J. Ellerbrock. Columbus. chairman: Dr. Harold M. Fisher. New 
York City: Dr. Gerald Westheimer. Columbus. Section on Post-Graduate Course 
Administration, Dr. D. G. Hummel, Cleveland, chairman: Dr. Rudolph Ehrenberg 
Granite Falls, Minnesota; Dr. M. H. Kauhl, Cleveland 


COMMITTEE ON ADMITTANCE Dr. Harold M. Simmerman. Wenonah, New 
Jersey. general chairman: Region I. Martin R. Snook, Newton. New Jersey. chair 
man; Dr. William G. Walton, Philadelphia: Dr. Bernard A. Bear, Washington, D. C 
Region II. Dr. Arthur Kitchen. Clearwater. Florida, chairman; Dr. T. E. Holleman 
Winston-Salem, North Carolina and Dr. Walter W. Perrott, Columbus, Georgia 
Region III. Dr. E. E. Reese. Westerville. Ohio, chairman; Dr. I. M. Borish, Kokomo 
Indiana: Dr. Rudolph Ehrenberg, Granite Falls. Minnesota. Region IV. Dr. Otto J 
Bebber, Denver. chairman: Dr. J. Wolff, Spokane; Dr. Merton C. Flom, Berkeley 


EDITORIAL COUNCI Dr. Carel C. Koch, Minneapolis. editor: Dr. Meredith 
W. Morgan, Jr.. Berkeley, chairman: Dr. Robert E. Bannon, Southbridge. Massa 
chusetts: Dr. I. M. Borish. Kokomo, Indiana; Dr. Rudolph Ehrenberg. Granite Falls 
Minnesota: Dr. V. J. Ellerbrock. Columbus: Dr. Jay M. Enoch. Columbus; Dr 
Glenn A. Fry, Columbus: Dr. Monroe J. Hirsch. Ojai, California: Dr. Henry W 
Hofstetter. Bloomington. Indiana; Dr. Oscar L. McCulloch. Holyoke, Massachusetts 
Dr. Bernard Mazow, Houston: Dr. Herman Sager. Lake Success. New York: Dr. Max 
Schapero, Los Angeles: Dr. Donald A. Springer. Anniston. Alabama; Dr. Kenneth B 
Stoddard. Berkeley; Dr. Ralph E. Wick, Rapid City. South Dakota: Dr. John Zettel 
Jr., Cincinnati 


COMMITTEE ON RESEARCH PROJECTS: Dr. Monroe J. Hirsch, Ojai, Cali 
fornia, chairman: Dr. I. M. Borish. Kokomo, Indiana: Dr. Harold M. Fisher. New 
York City; Dr. Meredith W. Morgan. Jr.. Berkeley 


COMMITTEE ON STUDENT COUNSEL: Dr. J. Donald Kratz, Souderton, Penn- 
sylvania, chairman; Dr. Merrill J. Allen. Bloomington. Indiana; Dr. Charles A 
Abel. Los Angeles: Dr. E. J. Fisher. Toronto: Dr. Gerald Gauthier. Montreal: Dr 
Ralph H. Green, Boston: Dr. B. E. Kehl. Memphis: Dr. Merton C. Flom. Berkeley 
Dr. C. B. Margach, Forest Grove. Oregon: Dr. Herbert G. Mote. Columbus: Dr 
Alfred A. Rosenbloom. Chicago: Dr. Vernon I. Ryan. Philadelphia: Dr. Charles R 
Stewart, Houston 


THE ADVISORY COUNCIL: Dr. John D. Perry. Jr.. Winston-Salem. North Caro 
lina, chairman: Dr. J. Fred Andreae, Catonsville. Maryland: Dr. Harold M. Fisher 
New York City: Dr. Richard M. Hall, Cleveland: Dr. D. G. Hummel. Cleveland 
Dr. Carel C. Koch, Minneapolis: Dr. Meredith W. Morgan. Jr., Berkeley: Dr. Don R 
Paine, Topeka; Dr. Harold Simmerman, Wenonah. New Jersey: Dr. M. Steinfeld 
Paducah; Dr. Arthur Wheelock. Des Moines; Dr. Eugene Wiseman, Buffalo 


In this issue, pages 102-116, are also presented the Geographical 
Roster of Academy members. This roster is published annually in the 
February issue. Members and all of our more than 7,000 readers are 
urged to file this special issue for reference purposes as this geographical 
roster affords a basis for making qualified referral for those patients 
moving from one part of the world to another. 


RUDOLPH EHRENBERG. 
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AMERICAN ACADEMY OF OPTOMETRY 


GEOGRAPHICAL DIRECTORY OF MEMBERS 
UNITED STATES, CANADA AND OVERSEAS 


ALABAMA 


Dr. G. M. Banks 
214-A Sixth St., Gladsen 
Dr. Fredric M. Rosemore 
James St., Fayette 
Dr. Donald A. Springer 
22 East Twelfth St., Anniston 


ARKANSAS 


Dr. Charles M. Bowers 
215 C. Court St., Paragould 
Dr. Joe G. Hughes 
City Hall Bldg.. 
Dr. C. G. Melton 
Fayetteville 
Dr. Hoyt S. Purvis 
212 East Washington Ave., Jonesboro 
Dr. J. C. Simpson 
213 N. Jefferson, El Dorado 
Dr. Milton E. Webb 
211 N. Broadway, Blythville 


Osceola 


CALIFORNIA 


Dr. Charles A. Abel 
Los Angeles College of Optometry 
950 West Jefferson Blvd 
Los Angeles 
Dr. Henry C. Albert 
760 Market St., Suite 949 
San Francisco 
Dr. Alexander E. Allen 
238 18th St., Bakersfield 
Dr. Hugo Apel 
146% N. Larchmont, Blvd., Los Angeles 
Dr. Ethel Jean Babbitt 
975 Miller Ave.. Berkeley 
Dr. Solon M. Braff 
124 W. Columbia St., El Monte 
Dr. Frank Brazelton 
Los Angeles College of Optometry 
950 West Jefferson Blvd., Los Angeles 
Dr. William N. Brisbane 
Los Angeles College of Optometry 
950 West Jefferson Blvd., Los Angeles 
Dr. C. Roger Brissman 
229 N. Laurel Ave., Ontario 
Dr. Donald G. Cameron 
106 South “C” St. 
Lompoc 
Dr. David Cline 
8511 S. Vermont, Los 
Dr. Ralph F. Coops 
3780 Wilshire Blvd., Los Angeles 
Dr. James T. Crosby, Jr. 
1528 Stafford Ave., Hayward 
Dr. Maurice M. Dalton 
300 S. Cordova, Alhambra 


Angeles 


*The asterisk denotes that the member is a 
Diplomate of the Contact Lens Section of 
the American Academy of Optometry. 


Dr. O. Doyle Dannenber 
707 S. Escondido Blvd., Escondido 
Dr. Daniel L. D’Arcy 
62 W. Sierra Madre Blvd., Sierra Madre 
Dr. E. C. Deacon 
649 S. Olive St., Los Angeles 
Dr. John R. Dean 
606 S. Hill St., Los Angeles 
Dr. Margaret S. Dowaliby 
Los Angeles College of Optometry 
950 West Jefferson Bivd. 
Los Angeles 
Dr. Gordon W. Duffy 
431 N. Irwin St.. Hanford 
Dr. Marion K. Eakin 
6009 West Blvd., Los Angeles 
Dr. Robert S. Eakin 
West Blvd... Los Angeles 
Dr. Arthur B. Emmes 
126 Castro Village, Castro Valley 
Dr. F. A. Fairbanks 
731 Garland Dr., 
Dr. Earl L. Ferris 
16 N. Marengo Ave., Pasadena 
Dr. G. C. Fitzgerrell 
3878 S. Western Ave., Los Angeles 
Mr. Edwin D. J. Fletcher 
1616% No. Vista St., Hollywood 
Dr. Bernice C. Flom 
1739 Broadway, Oakland 
Dr. Merton Clyde Flom 
School of Optometry 
University of California, Berkeley 
Dr. W. J. Garrick 
5330 Whittier Blvd., Los Angeles 
Dr. Edward I. Goodlaw 
620 Haas Bldg., Los 
Dr. Harry E. Goodman 
3874 W. 6th St. Los Angeles 
Dr. Robert C. Graham* 
548 Parkway Bldg., 117 E. Colorado St.. 
Pasadena 
Dr. William A. Greensides 
1200 Alpine Road, Walnut Creek 
Dr. James Gregg 
Los Angeles College of Optometry 
950 W. Jefferson Blvd 
Los Angeles 
Dr. Duco I. Hamasaki 
1648 Bancroft Way, Berkeley 
Dr. Robert F. Harrigan 
School of Optometry, University of Cali 
fornia, Berkeley 
Dr. Arthur C. Heinsen, i 
First National Bank Bidg., San Jose 
Dr. Margaret Anderson Hester 
1807 San Jacinto, Los Angeles 
Dr. Monroe J. Hirsch 
133 East Ojai Ave., Ojai 
Dr. Arthur E. Hoare* 
738 N. Glendale Ave., Glendale 
Dr. C. B. Hobrecht 
Howard Bldg., San Francisco 
Dr. Jack T. Hobson 
1528 Stafford Ave. 
Hayward 


Palo Alto 


Angeles 
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Dr. Ernest A. Hutchinson 
1710 Bushnell 
South Pasadena 
Dr. Arthur Jampolsky 
2400 Clay St Francisco 
Dr. Harry A. Jankiewicz 
Los Angeles College of Optometry, 
950 W. Jefferson Blvd., Los Angeles 
Dr. Louis Jaques 
828 Pacific Mutual Bldg., Los Angeles 
Dr. F. Charles Johnson 
220 So. Myrtle. Monrovia 
Comdr. Paul R. Kent, MSC., U.S.N. 
1715 Hopkins St.. Berkeley 
Dr. W. M. Ketchum 


606 S. Hill St.. Los Anveles 
Dr. William M. Kinney 
311 E. Birch. Brea 


Dr. William W. Kinney, Jr. 

134 W. Central Ave., La Habra 
Dr. M. Kirschen 

1117 Eve St 

Modesto 
Dr. Henry A. Knoll 

Dept. of Biophysics, Medical Center 

University of California, 

405 Hilgard Ave., Los Angeles 
Dr. Arthur Layton 

P. O. Box 342, Paradis« 

Dr. Gordon E. Lewis 
404 Security Bldg., 
Dr. John Brooks Link 

Los Angeles College 

950 W. Jefferson Blvd., 
Dr. Angus M. MacLeod 

932 Ralston Ave, Belmont 
Dr. Elwin Marg 

School of Optometry 

University of California, Berkeley 
Dr. Ralph M. Marshall 

614 San Mateo Ave., San Bru 
Lt. Comdr. Albert E. Mibeck, MSC., U.S.N. 

300 Dogwood Road, Oceanside 
Dr. Meredith W. Morgan, Jr.* 

School of Optometry 

University of California, Berkeley 
Dr. E. H. Morrissey 

1353 N. Foothill Bivwd., 
Dr. T. R. Murroughs 

15 W. Valerio St.. Santa Barbara 
Dr. Melvin Charles Nadell 


los Angeles Colle ge ot Optometry 


Pasadena 


of Optometry 
Los Angeles 


o 


Pasadenz 


950 W. Jefferson Blvd., Los Angeles 
Dr. Thomas R. Nagy 

Tulare 
Dr. Homer A. Nelson 

114 North Lemon St.. Anaheim 


Dr. A. G. Percivai 

1415 Laure! St., South Pasadena 
Dr. Henry B. Peters 

2611 Telegraph Ave., Oakland 
Dr. Edmund F. Richardson 

1260 N. Flores St.. Holivwood 
Dr. E. Clarence Salter 

1125 Huntington Drive, South 
Dr. Morton D. Sarver 

5651 Colle we Ave., 
Dr. Max Schapero 

Los Angeles Coliege of Optometry, 

950 West Jefferson Bivd., Los Angcles 
Dr. Leslie W. Scown 

6310 Sunset Bivd., Hollywood 


Pasadena 


Oakland 


Dr. Reginald L. Secord 
947 West 8th St. Los Angeles 
Dr. Kenneth Berkeley Stoddard 
School of Optometry 
University of California, Berkeley 
Dr. Albert C. Stoltze 
804 Clement St., San Francisco 
Dr. Roy M. Swain 
209 W. Standley, Ukiah 
Dr. Edward Tamler 
2351 Clay St., San 
Dr. Napoleon Van 
306 Lake & Colorado Bldg., Pasadena 
Dr. Gordon L. Walls 
School of Optometry 
University of California, Berkeley 
Dr. Howard N. Walton 
los Angeles College of Optometry 
950 W. Jefferson Blvd., Los Angeles 
Dr. D. R. E. Waters 
302-305 Muckentholer Bldg... Santa Ana 
Dr. Frank W. Weymouth 
Los Angeles College of Optometry 
950 West Jefferson Blvd. 
Los Angeles 
Dr. R. H. Whitten 
2912 Fresno St., 
Dr. Arene T. Wray 
3261 West 6th St., Los 
Dr. Elisabeth Wright 
4327 Gage Ave., Bell 


Francisco 


Fresno 


Angeles 


COLORADO 
Otto J. Bebber* 


428 E. Colfax, Denver 
Dr. Harold S. Bobb 

228 Empire Bldg., Denver 
Dr William C. Moeny 

713 Main St.. Alamosa 
D:. Ernest C. Wille, Jr. 

1928 14th St.. Boulder 
Dr. C. Edward Williams 


612 Empire Bleg., Denver 


Dr 


CONNECTICUT 
Dr. Thaddeus W. Bartles 
2 Riverside Ave., Bristol 


Dr. Lawrence O. Clegg 
241 Main St.. Norwich 
Dr. Eugene M. Davis 
869 Mai. St, Manchester 
Ur. Wiiham B. Dorfman 
300 Main St.. Bristol 
Dr. John N. Eggleston 
75 Prospect St., Milford 
Dr. Milton J. Kalafa 
99 Pratt St.. Hartford 
Dr. Meyer Malkin 
60 Park St.. Rockville 
Dr. Charles Schiffman 
18 Central Ave., Waterbury 
Dr. Ira Schwartz 
189 Thames St., Groton 
Dr. W. H. Warmington 
Stafford Springs 
Dr. Franklin A. Warren 
59 N. Main St., Waterbury 
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Dr. Irving Weiss* 

300 Main St., New Britain 
Dr. S. G. Weiss* 

24 Church St., Torrington 
Dr. Edwin C. Wheeler 

750 Main St., Hartford 
Dr. Jesse Wheeler 

750 Main St., Hartford 
Dr. Ralph W. Wolmer 
694 Main St., Willimantic 


DELAWARE 


Dr. Marvin R. Berman 
303 Loockerman St., 
Dr. Harold I. Moss* 
2106 Baynard Blvd., Wilmington 
Dr. S. Winfield Smith 
R. D. No. 2, Newark 
Dr. Preston E. West 
Georgetown 


Dover 


DISTRICT OF COLUMBIA 


Dr. Bernard A. Baer 
205 Farragut Medical Bldg., Washington 
Dr. Frances P. Marshall 


2007 Columbia Road, N. W., Washington 


FLORIDA 


Dr. Morton L. Abram 
2843 Rodman 
Dr. H. C. Bumpouw: 
301 Florida National Bank Bldg. 
St. Petersbur 
Dr. C. Henry Chevalier 
209 13th Ave. N., St. Petersburg 
Dr. Francis P. Drohan, Jr. 
309 Professional Bldg., Jacksonville 
Capt. Charles C. Dunn 
4702 Browning Ave., 
Dr. K. K. Eychaner 
Tampa Theatre Bldg., Tampa 
Dr. Ester Ingram 
Winter Haven 
Dr. Walter C. Kennedy 


Hollywood 


Tampa 


1918 Hillview St., Sarasota 
Dr. E. J. Kienast 
8904 56th St.. Tampa 


Dr. Arthur S. Kitchen 
Davey-McMullen Bldg., Clearwater 
Dr. James F. Loomis 
303 Masonic Temple 
Ens. Earl F. Miller, II 
School of Aviation Medicine 
Naval Air Station, Pensacola 
Dr. R. L. Ryer 
420 S. Kentucky Ave., 
Dr. S. B. Schumacher 
Professional Bldg.., 
Dr. A. C. Wilhelm, Jr. 
212% N. Andrews Ave., 
Dr. Marshall Wright 
221 Aragon Ave., Coral Gables 


Bldg ille 


Jac son\ 


Lakcland 
Jacksonville 


Ft. Lauderdale 


GEORGIA 
Dr. Gergard Brecher 


Department of Physiology 
Emory University, Emory 


Dr. Robert L. 
236 E. Second St., 
Dr. Andrew J. Denman 
130 West Hancock Ave., 
Dr. Walker H. Matthews 
130 West Hancock St., 
Dr. Stephen C. Outlaw 
208 Pine St. Albany 
Dr. Walter W. Perrott, Jr. 
Columbus 
Dr. Jack Runninger 
206 East Third St., 
Wm. W. Smith 
816 Grant Bldg., Atlanta 


Tifton 
Athens 


Athens 


Rome 
Dr. 


HAWAII 


Dr. J. K. Hirokawa 
311 National Bldg., 

Dr. Y. K. Look 
Leong Bros. Bldg. 
King & Smith St. 


Honolulu 


Honolulu 


Dr. C. J. Simmons 


Weisgerber Bldg., Lewiston 


Dr. D. A. Ambrose 
613% Monroe St. 
Charleston 
Donald S. Andrews 
Gladstone Medical Center 
5810 N. Milwaukee Ave. 
Ir. Harry C. Armstrong 
511 Robeson Bldg., Champaign 
Dr. Robert S. Arner 
326 W. State St., Rockford 
Dr. Leonard Bronstein 
602 Sheridan, Evanston 
Dr. Willis Brown 
602 Elgin Tower, Elgin 
Dr. Jerome B. Conlogue 
944 Jefferson Bldg., Peoria 
Dr. J. C. Copeland 
Bousch & Lomb Optical Company 
18 So. Michigan Ave., Chicago 
Dr. Charles E. Cox 
Danville 
Dr. John M. DeMoure 
First National Bank Bldg., 
Otto R. Engelmann 
5209 No. Clark St., Chicago 
Dr. Don A. Frantz 
DeKalb 
Dr. E. Freeman* 
S. Michigan Ave., 


Elgin 


Dr. 


Chicago 


Peoria 
Dr 


5 E. Highland Ave., 
Dr. John A. Hattstrom 


438 First National Bank Bldg., Evanston 


Dr. George N. Jessen 
59 E. Madison St., Chicago 
Comdr. Paul R. Kent, MSC, USN 
U.S. Naval Hospital, Great Lakes 
Dr. F. Stanley Leverich 
Keystone Bldg., Aurora 
Dr. Charles A. Machacek 
3542 W. 26th St., Chicago 
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Dr. John Mahn 
109 No. Wabash Ave., Chicago 
Dr. Leo Manas 
Illinois College of Optometry 
3241 S. Michigan Ave., Chicago 
Dr. William R. Martin 
262 West Prairie, Decatur 
Dr. Harley G. McCormack 
2629 Sheridan Road, Zion 
Dr. J. B. Meloan 
Sushnell 
Dr. David D. Michaels 
2453 W. Gunnison, 
Dr. Glenn H. Moore 
6226 No. Broadway, Chicago 
Dr. Clifford E. Myers 
310 Rock Island Bank & Trust Blidg.., 
Rock Island 
Dr. Charles W. Ott 
Illinois College of Optometry 
3241 S. Michigan Ave., Chicago 
Dr. Berne L. Pearl 
Illinois College of Optometry 
3241 S. Michigan Ave., 
Dr. John T. Peterson 
202 City National Bank Bidg., Rockford 
Dr. Harry E. Pine 
8 S. Michigan Blvd., Chicago 
Dr. Jack A. Potter 
630 First National Bank, Peoria 
Dr. S. Harold Roberts 
162 N. State St.. Chicago 
Dr. Helen M. Robinson 
University of Chicago Reading Clinics 
Graduate Education Bldg., Chicago 
Dr. A. R. Rochte 
303 N. N. W. Hwy., Park Ridge 
Dr. Alfred A. Rosenbloom 
Illinois College of Optometry 
3241 S. Michigan Ave., Chicago 
Dr. Wallace H. Rozell 
10340 S. Kedzie Ave., Chicago 
Dr. Edward C. Scanlan 
Illinois College of Optometry 
3241 S. Michigan Ave., Chicago 
Dr. Z. J. Schoen 
5452 Glenwood Ave., Chicago 
Dr. Paul F. Shulman 
Illinois College of Optometry 
3241 S. Michigan Ave., Chicago 
Dr. Earl R. Smith 
105 W. Wall St., Morrison 
Dr. Robert H. Sternberg 
1112 W. Pratt, Chicago 
Dr. Grace Stevesson 
11131 S. Michigan Ave., Chicas 
. W. T. Stevesson 
11131 S. Michigan Ave., Chicago 
Dr. Eugene W. Strawn 
12% E. Stephenson St., Freeport 
Dr. T. F. Taylor 
417 W. Madison St.. Ottawa 
Dr. Edward R. Tennant 
Illinois College of Optometry 
3241 S. Michigan Ave., Chicago 
Dr. Roy Teshima 
Illinois College of Optometry 
3241 S. Michigan Ave., Chicago 
Dr. Martin Topaz 
Editor, Optometric Weekly 
5 S. Wabash Ave., Chicago 


Chicago 


Apt. 1, 


Chicago 


o 


Dr. Rita Walsh 

10u8 N. Main St., Bloomington 
Dr. O. W. Weinstein 

326 W. State St., Rockford 
Dr. Newton K. Weslev 

39 E. Madison St., Chicago 
Dr. H. S. Wodis 

1618 W. 47th St., Chicago 
Dr. Walter S. Yasko 

Illinois College of Optometry 

3241 S. Michigan Ave., Chicago 
Dr. Vincent Zunica 

14503 School St., Chicago 


INDIANA 


Dr. Merrill J. Allen 


Division of Optometry 
Indiana University, Bloomington 


Dr. Neal J. Bailey 


Division of Optometry, 

Indiana University, Bloomington 
Dr. Dale E. Berkebile 
911 Madison St. 

Dr. N. A. Bixler 
Decatur 

Dr. I. M. Borish 
300 Union Bank Bldg., Kokomo 


Rochester 


Dr. John H. Carter 


Bldg No 3, Apt No. 8 
Hox Courts, University of Indiana 
Bloomington 
Dr. Mary Clay 
Transfer Bldg., Fort Wayne 
Dr. Harold Cline 
325 W. Lexington Ave., Elkhart 
Dr. D. W. Conner 


=! Me nts Ba Bidg Terre Haute 
Dr. Roy E. Denny 
704 Odd Fellows Bldz., Indianapolis 


Dr. Daniel O. Elliott, Jr.* 


828 Jefferson Blvd., South Bend 


Dr. H. F. Garton 
814 Jefferson Ave., La Porte 


Dr. Gordon Glenn Heath 


Division of Optometry 

Indiana University, Bloomington 
Dr. H. W. Hofstetter 

Division of Optometry 

Indiana University, Bloomington 
Dr. H. H. Jenner 

Frankfort 
Dr. Kenneth Kintner 


Mishawaka 
Dr. Gus R. Ledig 

19 East 34th St., Indianapolis 
Dr. Robert G. i 

19 East 34th St., Indianapolis 


Dr. James P. Leeds 
3 Meadows Drive, Indianapolis 
Dr. Maurice E. Lemontree 

620 Odd Fellows Bldg., South Bend 
Dr. Deo M. Lowden 


5311 Hohman Ave., Hammond 


Dr. Ruth MacDonald 
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Dr. C. F. Mackey 

South Van Rensselaer St., Rensselaer 
Dr. Robert A. Major 

13 W. Broadway, Shelbyville 
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Dr. Virgil A. McCleary 

116 No. Buffalo St., Warsaw 
Dr. Clarence W. Morris 

2409 S. Calhoun St., Fort Wayne 
Dr. Eugene W. Nirk 

Everman Apts., No. 105 

Indiana University, Bloomington 
Dr. Raymond F. Parker 

5416 College Ave., Indianapolis 
Capt. Donald Graves Pitts 

1204 S. Lincoln St., Bloomington 
Dr. J. Stanley Rafalko 

School of Medicine 

Indiana University, Bloomington 
Dr. D. R. Reed 

204 Masonic Temple Bidg., LaPorte 
Dr. G. C. Richter 

403 Walnut St., Lawrenceburg 
Dr. J. Robert Shreve 

639 East 38th St.. Indianapolis 
Dr. Victor H. Small 

1005 Sarasota Drive, Lafayette 
Dr. G. Frederick Speiser 

S. Main, Mishawaka 
Dr. R. H. Tubesing 

1610 N. Auburn Ave 

Speedway City, Indianapolis 
Dr. R. W. Tubesing 

304 Medical Arts Bldg., Richmond 
Dr. W. L. Van Osdol 

308 W. Main St., Greenwood 
Dr. Bernard E. Vodnoy 

801 N. Michigan St., South Bend 


IOWA 
Dr. Paul Boeder 


Department of Ophthalmology 

University Hospitals 

State | miversity of lowa 

lowa City 
Dr. J. J. Brady 

Sheldon 
Dr. D. E. Grim 

437 Higley Bldg., Cedar Rapids 
Dr. Ralph J. Hays 

Harlan 
Dr. Alfred L. Klein 

Welty Bldg., Spirit Lake 
Dr. M. L. Knutson 

5 West State St., Mason City 
Dr. Ralph Kullander 

Equitable Bldg.. Des Moines 
Dr. Frederick Kushner 

Sheldon 
Dr. Alvah R. Lauer 

Iowa State College, Ames 
Dr. John Earl Martin 

201 202 Masoni Carroll 
Dr. Jared P. Nessett 

415 Masonic Temple, Marshalltown 
Dr. George K. O’Brien 

1450 Seventh Ave., Marion 
Dr. Frank M. Root 

412 Main St Cedar Falls 
Dr. Richard C. Schiller 

208 E. Church St., Marshalltown 
Dr. Paul M. Sims 

Clarion 
Dr. G. H. Warkentine 

634 Guaranty Blidg., Cedar Rapids 


Dr. Arthur P. Wheelock 
Equitable Bldg.. Des Moines 
Dr. Henry L. Wolfe 
415 Masonic Temple, Marshalltown 


KANSAS 
Dr. E. E. Brann 
308 East Maple St., Independence 
Dr. Thomas F. Brungardt 
815 United Bldg., Salina 


Dr. Don R. Paine 


National Bank of Topeka Bldg., Topeka 


KENTUCKY 
Dr. Salin Baker, Jr. 


208 St. Clair, Frankfort 
Dr. Frank Brisley 

10° FE Third St.. Maysville 
Dr. Robert J. Davis 

129 N. Elm St... Henderson 
Dr. Ramona Porter 

311 N. Third, Bardstown 
Dr. W. B. Porter 

403 Sixth St., Shelbyville 
Dr. M. Steinfeld 

609 Broadway, Paducah 
Dr. O. C. Wells 

Corner Sixth and Walnut, Murray 
Dr. Byron E. Wentz 


367 E. Main St... Morehead 


LOUISIANA 


Dr. Paul H. Floyd 

330 Kirby St.. Lake Charles 
Dr. H. B. Hewett 

833 Hodges St.. ! ake Charles 
Dr. J. Ottis White 


3275 Shelley Ave., Baton Rouge 


Dr. Arthur L. Corriveau 

38 Jette rson St.. Biddeford 
Dr. Donald F. Ellis 

9 Masonic Bldg., Houlton 
Dr. Donald F. Preble 

Bath 
Dr. J. C. Russel 

Fidelity Bildg., Brunswick 


MARYLAND 
Dr. J. Fred Andreae 


One Forest Drive, Catonsville 
Dr. A. G. Billmeier 

Denton 
Dr. Joshua Breschkin 

107 W. Saratoga St., Baltimore 
Dr. Israel Dvorine 

2328 Eutaw Place, Baltimore 
Dr. J. Lawrence Ebauer 

926 Lieht St., Baltimore 
Dr. John T. Ebauer 

926 Light St., Baltimore 
Dr. William John Ebauer 

926 Light St., Baltimore 
Dr. Wm. H. Engel, Jr. 

115 W. Monument St., Baltimore 
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Dr. George H. Kohler 
322 West Saratoga St., Baltimore 
Dr. G. William Seabold 
115 W. Monument St Baltimore 
Lt. Col. John W. Sheridan 
9928th Tu. Army Environment Health 
Lab., Army Chemical Center 
Comdr. J. H. Steeve (MSC) USN 
Bldg. 141, National Naval Medical Cen 
ter, Optometry School, Bethesda 
Dr. Allie L. Trussell 
1008 W. 36th St., Baltimore 
Comdr. Ralph L. Vasa, MSC., U.S.N. 
3903 Morrell Court, Kensington 


MASSACHUSETTS 


Dr. Louis Anapole 
73 Tremont St., Boston 
Dr. Robert E. Bannon 
American Optical Company, 
Mr. John K. Davis 
Research Center 
American Optical Co., 
Dr. Ralph H. Green 
Massachusetts School of Optometry 
178 Newbury St., Be 
Dr. Salvi S. Grupposo 
24 Leicester St.. Auburn 
Dr. Bradford F. Holt 
60 Summer St.. Lynfield Center 
Dr. Hollis M. Leverett 
21 Hampden St.. Wellesley 
Dr. Leo F. Madigan 
110 Tremont St., Boston 
Dr. Marshall V. Mark 
80 Boylston St.. 
Dr. O. L. McCulloch 
56 Suffolk St.. Holyoke 
Dr. Leonard Pachaco 
1307 Acushnet Ave 
Dr. Clinton R. Padelford 
56 North Main St., Fall River 
Dr. M. L. Palmer 
1618 Main Street, Springfield 
Dr. Ruth Seabury 
Clinton 
Dr. Robert J. Shea 
67 Chestnut St., 
Dr. William Smith 
80 Boylston St., Boston 
Dr. L. Albert Webb 
56 Suffolk St.. Holyoke 


Southbridee 
Southbridg: 


ston 


Bostor 


New Bi diord 


Spring held 


Dr. Mathew Alpern 
Vision Research I aboratory 
University of Michigan, Ann 
Dr. S. Howard Bartley 
Psychology Department 
Michigan State College 
Lansing 
Dr. Thomas R. Bell 
117 Chisholm St. W., Alpena 
Dr. Paul L. Connolly 
1148 S. Woodward Ave., Royal Oak 
Dr. W. Edward Dewey 
Route No. 2, Box 322, Battle Creek 
Dr. D. O. Emmons 
114 N. Mitchell St., Cadillac 


Arbor 
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Dr. Leon Firestone 

11110 Morang Drive, Detroit 
Dr. Madison Gilbert 

Connor Bldg., Owosso 
Dr. J. H. Gregory 

690 Empire Ave., Benton Harbor 
Dr. C. L. Grigware 

1505 McKay Tower, Grand 
Dr. S. M. Harding 

205 N. Main St., Romeo 
Dr. Robert A. Hass 

Connor Bldge., Owosso 
Dr. F. M. Hathaway 

810 Community National Bank Bldg 

Pontiac 
Dr. M. M. Honeyman 

21620 Grand River 
Dr. Ralph M. Howard 

32 W. Van Buren, 
Dr. L. D. Huber 

206 State St., St. Joseph 
Dr. J. L. Kehoe 

1210 Mott Foundation Bldg., Flint 
Dr. Tohn R. Kelly 

326 E. Mitchell St., Petoskey 
Dr.- Alfred Lit 

1542 Packard St. 
Dr. M. E. Madsen 

117 S. Pennsylvania Ave., Lansing 
Dr. E. J. Moshier 

750 Hauselman Bidg., Kalamazoo 
Dr. Clarence D. Omans 

32 W. Van Buren St., Battle Creek 
Dr. Gilbert J. Roth 


Papids 


Detroit 


Ave., 


sattle Creek 


Ann Arbor 


26268 E. Huron River Drive, Flat 
Dr. C. L. Scholler 
107 N. Warren Ave., Big Rapids 


Dr. G. F. Smith 

1404 McKay 
Dr. W. J. Spatz 

217 Kresge Bldg., Flint 
Dr. David Charles Thomson 

18230 W. McNichols Ave., 
Dr. George W. Ticknor 

314% State St., St. Joseph 
Dr. Robert H. Ticknor 

314% State St., St. Joseph 
Dr. K. W. Tinker 

Traverse City 
Dr. H. A. Towle 

2021 S. Division Ave., Grand Rapids 
Dr. Charles Van Sluyters 

409 Ashton Bldg., Grand Rapids 
Dr. Ward C. Vrouwenfelder 

1715 S. Westnedge Ave., Kalamazoo 
Dr. D. D. Walton 

Natl. Bank Bldg., Hastings 
Dr. John Edward Wright 

42 South Gratiot Ave. Mt 


lower, Grand Rapids 


Detroit 


Clemens 


MINNESOTA 


Dr. W. D. Amundson 
314 Washineton St., 
Dr. Don B. Arden 
Mor tev ideo 
Dr. William L. Benedict, (Hon.) 
100 First Ave. Bldg. Rochester 
K. L. Blodgett 
126 So. Main 
Dr. E. J. Cummins 
411 Main St., Red Wing 


Northfield 


Dr. 


Stillwater 
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Rock 
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Dr. Russell L. Dorland 
125 Walnut St.. Mankato 
Dr. Rudolph Ehrenberg 
Granite Falls 
Dr. Austin G. Engel 
2419 Penn Ave N., 
Dr. Joseph L. Frank 
New Prague 
Dr. John W. Hier 
903 Marquette Ave., 
Dr. Lorne E. Holmes 
333 FE. Hennepin Ave, 
Tohn R. Kennedy 
45] Low ry Me dic al 
Dr. Ernest Kiekenapp 
Wilmac Bldg.. Minneapolis 
Dr. Carel C. Koch 
Foshay Tower, Minneapolis 
Dr. Gordon W. McKee 


7 Water St., Excelsior 


Minneapolis 


Minneapolis 


Minneapol s 
Dr. 
Arts Bide.. Paul 


ot 


Dr. Leo Meyer 
11°-M New York Bldw.. 
Dr. Robert W. Moore 
1034 Lowry Medical 
Dr. Melvin R. Nelson 
111 FE ist Six th St.. 
William F. Nelson 
217 Walnut St.. Mankato 
Dr. Walter H. Nordin 
300 W. Bridge St.. 
Dr. lohn N. Schoen 
Owatonna 
Dr. Charles Sheard, (Hon.) 
P.O. Box 543. Rochester 
Dr. H. C. Sherratt 
409 Wilmac Bldge.. 
Dr. John W. Shimek 
360 Kresex Bldg 


St. Pan! 


Arts Blde . St. Paul 
Blue Earth 
Dr. 


Austin 


Minneapolis 


Mint eapolis 


Dr. Paul G. Slaton 

905 Professional 

Pirst St & Tenth Ave . Hop! ms 
Dr. Arthur F. Tillisch 

615 W. Lake St.. Minneapolis 


Dr. Charles R. Wolf 


903 Marquette Ave., Minneapolis 


MISSOURI 

Dr. J. C. Carpenter 

210 Howard Blde Moberly 
Dr. Lawrence S. Geiger 
110 E. Third St., Sedalia 
W. F. Kimball 
Kirkpatrick Bldg., St. 
Dr. Felix A. Koetting 

4196 Manchester Ave., 
Dr. James F. Koetting 

202 McNulty Bldg 

3209 Brown Road. St 
Dr. Robert A. Koetting 

4196 Manchester Ave., 
Dr. R. E. Littlefield 

5911 Main St., Kansas City 
Dr. Robert C. Mueller 


Dr. 


Joseph 


St. Loui 


Louis County 


St. Louis 


515 W Reed, Moberly 
Dr. E. H. Schmidt 
218 W. Main St., Washington 


Dr. Joseph F. Schmidt 


213 Schiller St.. Hermann 


APHICAL DIRECTORY 
Dr. A. M. Skeffington 


1909 Continental Bldg 


3015 Olive Louis 


NEBRASKA 
Dr. George E. Semerad 
717 Barker Blidg., Omaha 
Dr. Robert C. Sneller 


227 N. Denver Ave., 


Hastings 


NEVADA 
Dr. John R. Uglhum 


475 Arlington St.. Reno 


NEW HAMPSHIRE 
Dr. Melvin B. Dunbar 


21 Bank St., Lebanon 
Dr. Wendell Triller 


Hanover 


NEW JERSEY 


Dr. Henry H. Bisbee 
9 \West Union St., Burlington 
Dr. William Boettinger 
625 Main Ave., Passaic 
Dr. George L. Brown 
Paulsboro 
Dr. John J. Brown 
88 Smith St, Perth 
Dr. M. P. Costantini 


Amboy 


468 Hamilton Ave., Trenton 
Dr. Paul Ellin 
21 Hamilton St., Paterson 


Dr. Henry J. Frank 

629 Wood St., Vineland 

Dr. Ralph B. Gaeta 
260 E. Main St., 

Dr. Ernest J. Giglio 
19 Anderson Road, 

Dr. Morris Greenberg 

643 Wood St., Vineland 

E. Burton Hudson 

16 Holly Ave., Pitman 


Ramsey 


Be rnards\ 


Dr. 


Dr. Philip Jackman 

144 Main St., Hackensack 
Dr. G. 3.2 

1 Mam St.. South River 
Dr. ‘Jerome 8. Lasky 

420 Broadway, Long Branch 
me Louis I. Levinson 

93 Market St., Salem 


Dr. Stanley J. Lieberman 
44 Main Flemington 
dr. E. E. Linke 
235 Main St., Orange 
Dr. Ralph L. Marshack 
786 Broad St., Newark 
Dr. George M. McEneany 


601 Bangs Ave., Asbury Park 
Dr. Leslie Mintz 
71 Market St., Passaic 


Dr. Sidney A. Mintz 

77 Broadway, Paterson 
William F. Morr 

16 Erial Road, Clementon 
H. L. Moss 
115 Main St., 


Dr. 


Dr. 
Woodbridge 
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Dr. Arthur R. Neale 
140 Market St., Paterson 
Dr. Julius Neumueller, (Hon.) 
320 Rhoads Ave., Haddonfield 
Dr. Wm. H. Nicklin 
61 Sanhican Drive, Trenton 
Dr. E. C. Nurock 
lo2 W. State Trenton 
Dr. H. M. Ratliff 
Citizens Bidg., 46 Bayard St., 
New Brunswick 
Dr. L. M. Ratliff 
Citizens Bldg., 46 Bayard St 
New Brunswick 
Dr. Earl H. Ridgeway 
50 W. State St. Trenton 
Dr. William P. Schumann 
511 Landis Ave., Vineland 
Dr. A. F. Senaldi 
120 Lexington Ave 
Dr. George Sheppard 
10 Scott St., Riverside 
Dr. Richard M. Shindler 
624 Elmer | Vineland 
Dr. Harold Simmerman 
107 E. Mant Avenue, We a 
Dr. R. Slovis 
155 Lexington Ave., Passaic 
Dr. Martin R. Snook 
62 Mai Newton 
Dr. S. Benjamin Sobel 


1151 Main Ave., Clifto 
Dr. Robert Spreat 
Sth and Boulevard, Brant Beach 


Dr. Raymond P. Taub 

30 Maple St.. Somervill 
Dr. Rudolph T. Textor 

ILvons Place, R. D. No. 1, Basking 
Dr. Irwin H. Treiser 


24 Hamburg Sussex 
Dr. Turner O. Veith 
21 Jetferson Ave., Tenafly 


Dr. Ira S. Vineburg 

604 Grand Ave.. Asbury Park 
Dr. Laurence A. West 

Iwo Highland Ave., 
Dr. W. A. Wirth 

74 W. Front St.. Red Bank 
Dr. Joseph Wurtzel 

141 Market St., Perth Amboy 
Dr. W. Zoltan 


393 George St.. New Brunswick 


sey City 


NEW MEXICO 


Dr. Elwyn E. Crume 
Clovis 


NEW YORK 
Dr. M. J. Almstead 


21 Van Buren St, 
Dr. L. Lester Beacher* 

33 West 42nd St... New Yor 
Dr. Edwin W. Bechtold 

66-32 70th St.. Middle Villag« 
Dr. Saul V. Becker 

124 Court St.. Plattsburgh 
Dr. H. C. Best 

7563 185th St., Flushing 
Dr. B. H. Bohall 

63 West Bridge St., Oswego 


Weedsport 


Dr. Charles C. Bradley 

96 Main St., Batavia 
Dr. Harold R. Bryan 

28 S. Main St., Gloversville 
Dr. Milton N. Chodroff 

One Hanson Place, Brooklyn 
Dr. James J. Curran 

54S. Highland Ave.., 
Dr. Ralph L. Dublin 

68 Lapham Park, Webster 
Capt. Manie J. Ezell 


Ossining 


7250 USAF Hospital, APO No. 254 
New York 

Dr. Wm. Feinbloom* 
130 E. 74th St... New York 


br. Isidore S. Finkelstein* 
1501 Broadway, New York 
Dr. Harold M. Fisher 
80 Park New 
Dr. S. C. Frank 
1674 President St., Brooklyn 
Dr. Richard H. Fuller 
603 Keith Theatre Bldg., Syracuse 
Dr. Benjamin Gold 
One Hanson Place, Brooklyn 
Dr. Earl Golden 
205 S. Main St.. Herkimer 
Dr. Lewis C. Gordonson 
1517 Park Place, Brooklyn 
Dr. Paul E. Grattan 
50 Broad St., Waterford 
Dr. Abraham L. Graubart 
Suite I 
150 Bennett Ave., New York 
Dr. Alden N. Haffner 
156 East 54th St.. Brooklyn 
Dr. Sidney S. Haniford 
289 W. Ferry St., Buffalo 
Dr. Norman B. Hays 
17 Main St.. Niagara Falls 
Dr. Leo Hirshberg 
300 West End Ave., New York 
Dr. A. A. Hubal 
406 Union St., Schenectady 
Mr. Fred W. Jobe 
Bausch & Lomb Optical Company 
Rochester 
Dr. E. J. Margaretten 
1250 Salmon Towers 
11 West 42nd St.. New York 
Dr. Roy Marks 
Shuron Optical 
Dr. Jack A. Mauro 
6 Birch Lane, Scotia 
Dr. John W. Mogey 
Bank of Manhattan Bldg., Flushing 
Dr. Ernest Petry 
91 Hartsdale Road, Rochester 
Dr. Edwin H. Reese 
Medical Arts Bldg., Glens Falls 
Dr. Harris Ripps 
17 N. Chattsworth, Larchmont 
Dr. Nathan A. Robbins* 
211 Linwood Ave., Buffalo 
Dr. Bernard Rosett 
102-08 72nd Ave., Forest Hills 
Dr. Joseph M. Roth 
1839 Palmer Ave., Larchmont 
Dr. E. LeRoy Ryer (Hon.) 
80 Park Ave... New York 


York 


Company, Rochester 
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Dr. Herman Sager 

Sperry Gyroscope Co., Lake Sues 
Dr. Arthur M. Scherr 

75 State St.. Albany 
Dr. Carl H. Scholermann 

20 Romer Ave., Pleasantville 
Dr. Melvin Schrier 

110 W. 55th St.. New York 
Dr. Harold Solan 

1187 Grand Concourse, New York 
Dr. Edward Steinberg 

850 Seventh Ave., New Yorl 
Dr. Ralph L. Ueberall 

88 4th Ave., Bayshore 
Dr. 1. Irving Vics* 

O10 Western Ave., Albany 
Dr. Eugene Wiseman 

486 Lero Ave., Buffalo 
Dr. Daniel Woolf 
7 Park Ave.. New York 
Dr. Jean Zerbe 


116 Radchff Drive, East Norwich 


NORTH CAROLINA 


Dr. James O. Baxter, Jr. 
410 Middle St.. New Bert 
Dr. Dorothy L. Calhoun 
sox 310, Forest City 
Dr. J. T. Campbell 
Washington 
Dr. Horace Carpenter 
Harris Bldg., Rutherfordton 
Dr. Louise C. Chandler 
tox 310 Forest City 
Dr. Henry B. Day 
603 Security Bank Bldg., Raleigh 
Dr. Henry B. Day, Jr.* 
301 Revnolds Blde., Winston-Sak 
Dr. Jule S. Deans 
Deans Bldg, 904% B. St.. 
North Wilkesboro 
Dr. T. E. Donoghue 
205 W. Nash St., Wilso: 
Dr. Preston W. Green 
Mount Airy 
Dr. James IT. Grout 
Professional Bldg., Charlott« 
Dr. John T. High 
140 No. Franklin St., Rocky Mount 
Dr. George C. Hodgens 
402-403 Odd Fellows Bldxe., Ralei 
Dr. T. E. Holleman 


505 O'Hanlon Bldg. Winston Salem 


Dr. Mordicai Katzin 

Jacksonville 
Dr. G. L. Lang 

7% So. Union St., Concord 
Dr. John C. Lockard 

28 Battery Park Ave., Ashville 
Dr. Richard A. Needles 

101 East Market St., Greensboro 
Dr. J. Smith Nifong 


105 Old Lexington Road, Winston-Salem 


Dr. W. W. Parker 

Masoni Bldge.., Lumberton 
Dr. Robert J. Pearce 

504 Banner Bldg., Greensboro 


Dr. J. D. Perry, Jr. 


304 O'Hanlon Bidg., Winston Salem 


Dr. E. O. Roland 

Brevard 
Dr. James N. Rowland 

H inc k Bldg xford 
Dr. John R. Schafer 

First Natl Bank Bldg., Statesville 
Dr. J. Hugh Sowder 

821 “B” St.. North Wilkesboro 
Dr. Oswald M. Sowers 

304 O'Hanlon Blidg.. Winston-Salem 
Dr. Gary B. Tourjee 

208 Gilmer St.. Reidsville 
Dr. Nat Walker 

147% So. Main St., High Point 
Dr. Lee M. Wheless 

403 Security Bank Bldg., High Point 
Dr. Richard C. Whitfield 


208 E. Mason St., Franklinton 


NORTH DAKOTA 
Dr. John H. Branchaud 


Cavalier 
Dr. M. A. Bursack 

502 Black Bldg., Fargo 
Dr. J. K. Galloway 

Devils Lake 


Dr. Nelson E. Abrahamsen 
2808 Clark Ave., Cleveland 
Capt. Albert V. Alder, USAF (MSC) 
1035 Highway Drive, Nenia 
ist Lt. Louis A. Baker, USAF (MSC) 
2750) l SAF Hospital 
Wricht-Patterson AFB, Dayton 
Dr. R. C. Baxter 
246 Washington St. N. E., Warren 
Dr. Lois B. Bing 
Shaker Professional Bldg 
3550 Warrensville Center Road 
Shaker Heights 
Dr. Paul S. Blum 
Equitable Bldg., Lancaster 
Dr. Frederick W. Blume 
43 Parkview, Logan 
Dr. B. H. Bordwell 
Gas & Electric Bldg., Dayton 
Dr. Roger G. Boyd 
220 W. Main St., Fairborn 
b.. Robert John Bray 
367 The Arcade, Cleveland 
Dr. W. S. Brent 
228 Second St. N. W., Barberton 
Dr. Samuel S. Campbell 
312 Sinclair Bldg., Steubenville 
Dr. Wilson Rukenbrod Day 
922 First National Bank Bldg., Canton 
Dr. Ramie B. Dick 
1002 W. Washington Sandusky 
Dr. R. A. Dister 
717 United Bank Bldg., Cleveland 
Dr. L. D. Dolbear 
522\%4 Broadway, Lorain 
Ist Lt. Irving L. Dunsky, USAF 
2750 U.S.A.F. Hospital, WBAFB 


Dayton 
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Mr. Arthur A. Eastman 
General Electric 
V. J. Ellerbrock* 
School of Optometry 
Ihe Ohio State University, 
Dr. Denald T. 

2596 N. High St., Columbus 
Dr. Jay M. Enoch 

School of Optometry, 

The Ohio State University, 
Dr. A. C. Evert 

13105 Miles Ave., 
Dr. J. E. Fitzgerald 

100 H I podrome 
Dr. Glenn A. Fry 

School of Optometry 

The Ohio State University, Columbus 
Dr. Jack M. Fugate 


Company, Cleveland 


Di 


Columbus 


Columbus 
Cleveland 
Id¢ 


Cleveland 


261 N. Chillicothe St., Plain City 
Dr. — M. Gabel 

5 vecanoe Drive, Tipp City 
Dr. Carrol D. Gaver 

Ry Limestone, Springfield 

D. 3 Goldschmidt 

"120 N. Court St.. Circley ille 


Dr. Sylvester K. Guth 
General Electric Company, 
Nela Park, Cleveland 

Dr. Howard F. Haines 
74 South T hird St., 

Dr. R. M. Hall 
National Citv Bank Bide 

Dr. tae R. Haynes 
12 ocust St cwar¥r 

Predecich WwW. Hebbard 

School of Optometry 

Phe Ohio State University 

Dr. T. R. Hedges 
404 Columbus Ave., 

Dr. E. L. Higgins 
1318 National City Bank 

Capt. Jerome A. Hirsch 
5314 Bayside Drive, Dayton 

Dr. William G. Hites 
Boardman Medical Center 
6960 Market St.. Youngstown 

Dr. James M. Holahan 
1717 E. Third St., Dayton 

Dr. Kenneth A. Hoose 
Getz Block, Kent 

Dr. Richard Lee Hopping 
Doctors Bldg., 2676 Salem 

Dr. John R. Hubbard 

3031 Macbeth Drive, Cleveland 

Charles B. Huelsman 

100 McGutffey Hall 

Miami University. 

Dr. D. G. Hummel* 
1318 National Citv Bank 

Dr. W. M. Inskeep 
145 No. High St., Columbus 

Dr. George F. Jones 
1135 E. State St. S 

Dr. M. H. Kauhl 
1318 National Citv Bank Blde.. 

Dr. Jack Thomas Keith 


Columbus 


Cleveland 


Dr. 
Columbus 
Sandusky 


Cleveland 


Bldg 


Ave., Dayton 


Dr. 
Oxford 
Bide., Cleveland 
aleim 


Cleveland 


1185 S. Main St.. Akron 
Dr. I. W. Kinsey 
31 East Collece St., Alliance 


Dr. George W. Knox 


40 S. James Road, Columbus 
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Dr. Paul L. Magnuson 

116 E. Main St., Lancaster 
Robert K. Morrison 
West Winter St., 
. Herbert G. Mote 


Dr. 


Delaware 


East State St., Columbus 
Dr yt E. Myers 
208 East State St.. Columbu 


Dr. Wayne Northrup 
109 E. Main St... McConnellville 
Dr. J. S. Nupuf* 
1342 N. Cleveland St., 
Dr. William D. Paisley 
117 W. Second St., 
Dr. J. F. Pocock 
59 West Main St.. Chillicot! 
Dr. Jack Harvey Prince 
Dept. of Opthalmology, 
The Ohio State University, 


Dr. E. E. Reese 


Canton 
Ashland 


och 


mbt 


Medical 
Cc 


14 E. College Ave., Westervilie 

Dr. = Robinson 
N iwood St.. Medir 

Dr. Sates Rose 

227 Mair } ardon 
Dr. A. J. Rowe 

4248 Pearl Road, Cleveland 
Dr. K. S. Rowe 

22° W. Center St Fosto a 
Dr. Arthur A. Schmidt 


1008 Hippodrome Bldg., Clevelar 


Dr. Morton J. Schomer 


515) Warrer Center Road 
Mapk H« 
Dr. O. A. Scie 
826 Provident Bank Bidg., 
Cincinnati 
r. Joseph L. Sharick 
167 W. Market St.. Warren 
Dr. William A. Sherard 
1009 Whittier St., 


Dr Wm. ‘Simukka 
128 No Chestnut Ravenna 
Dr. ia W. Smith, (Hon.) 
Dean of Graduate School 
The Ohio State University, 
Dr. H. C. Snyder 


3704 Cheviot Ave... 


Columbus 


Cincinnati 


Dr. H. Riley Spitler 
Eaton 

Dr. W. Burnley Stephens 
1439 W. Third St.. Dayton 


Dr. Richard B. Studebaker 
2525 Farhills Ave., Dayton 
Dr. Richard E. Talcott 
6147 Benneville St.. Cincinnati 
Dr. J. Maurice Wareham 
602 N. Main St.. Mt 
Dr. M. Weitzenhof 
Huntsburg 
Dr. Robert E. Welsh 
79 East State St.. Columbus 
H. Edward Welton 
East 55th St.. Cleveland 
Dr. Gerald Westheimer 
School of Optometry, 
The Ohio State Unversity, 
Dr. John J. Wev 
30 6S. Park Place, 
Dr. Joseph A. Wey 


30S. Park Place, 


\ erTnon 


Dr. 
2587 

Columbus 

Painesville 


Painesville 
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Dr. P. A. Wilkinson 
120 Main St., Wellington 
Dr. M. S. Willis 
Elyria Saving & Trust Bidg., Elyria 
Dr. Herbert D. Woolf 
Garheld Heights Medical Cente: Bldg 
9710 Garfield Blvd., Garfield Heights 
Dr. John Zettel, Jr. 
612 Enquirer Bldg., Cincinnati 


OKLAHOMA 
Dr. E. B. Alexander 


Duncan 
Dr. G. W. Clay 
Ardmore 
Dr. W. S. Farmer 
718 Hales Bldg., Oklahoma City 
Dr. George Guinn Howe 
921 Maple St., Duncan 
Dr. A. E. Reynolds 


206 Court Arcade Bldg., Tulsa 


OREGON 
Dr. Willard B. Bleything 


School of Optometry 

Pacific University, Forest Grove 
Dr. Harold M. Haynes 

School of Optometry, 

Pacific University, Forest Grove 
Dr. Charles A. House 

2014 Broadway, Bak 
Dr. C. B. Margach 

School of Optometry, 

Pacific University, Forest Grove 
Dr. Carol B. Pratt 

School of Optometry, 

Pacific University, Forest Grove 
Dr. Raymond R. Roy 

18 Ss. W Alder St., 
Dr. James F. Wahl 

School of Iptometry 

Pacific University, Forest Grove 


Portland 


PENNSYLVANIA 
Dr. Irving Bennett 
1312 Seventh St.. Beaver Falls 


Dr. A. H. Borland 
324 Temple Bldg., 
Dr. Harold Brande 
1218 13th St., Altoona 
Dr. David Brezel 
1320 South Broad St., Philadelphia 
Dr. Jacob Cohen 
2127 E. Washington Lane, Philadelphia 
Dr. Alvah R. Cooley 
Parry Bldg., Langhorne 
Dr. Gilda L. Coppola 
1302 Morris St., Philadelphia 
Mr. Maurice E. Cox, Editor 
Opt. J. & Rev. Optom 
Chilton Co., 56th & Chestnut 
Philadelphia 
Dr. George Herbert Crozier 
3022 Frankford Ave., Philadelphia 
Dr. J. E. Crozier 
3022 Frankford Ave., Philadelphia 
Dr. John James Crozier 
3022 Frankford Ave., Philadelphia 


New Castle 


Dr. Robert LeGrand Dewey 
20 So. Front St., Philipsburg 
Dr. Elmer H. Eger 
Oellig Bldg., Corapolis 
Dr. John D. Engle 
603 Markle Bank Bldg., Hazelton 
Dr. H. Ward Ewalt, Jr. 
Jenkins Arcade Bidg., Pittsburgh 
Dr. Theodore H. Feinman 
604 Monongahela Ave., Glassport 
Dr. Albert Fitch, (Hon.) 
Pennsylvania State College of Optometry 
12th & Spencer Ave., Philadelphia 
De. Lawrence Fitch 
Pennsylvania State College of Optometry 
12th and Spencer Ave., Philadelphia 
Dr. Benton Freeman 
911 Hamilton St., Allentown 
Dr. Luther A. Garns 
5433 Chester Ave., Philadelphia 
Dr. E. J. Gording 
1015 Graham Ave., Windber 
Dr. David S. Hamilton 
5433 Chester Ave., Philadelphia 
Dr. Wayne Helmbrecht 
Second Ave. at East St., Warren 
Dr. Chester H. Johnson 
220 Hampden Road, Upper Darby 
Dr. Robert James Johnson 
401 Main St., Latrobe 
Dr. Harry Kaplan 
1544 Pratt St., 
Dr. Herman Klein 
210 Dauphin Bidg., Harrisburg 
Dr. J. Donald Kratz 
158 Washington Ave., Souderton 
Dr. Edwin H. Manwiller 
224 Spruce St, Philadelphia 
Lr. Russell S. Manwiller* 
5224 Spruce St., Philadelphia 
D-. Wm. J. McEvoy 
15 E. State St., Doylestown 
Dr. Robert Jay Morrison 
05 N. Second St.. H arrisburg 
John C. Neill* 
5128 N. Broad St., Philadelphia 
Dr. R. C. Phillips 
909 Third Ave., New Brighton 
Dr. Wm. W. Policoff* 
68 S. Franklin St., Wilkes-Barre 
Dr. Vernon I. Ryan 
2024 72nd Ave., Philadelphia 
Dr. Onofrey G. Rybachok 
Pennsylvania State College of Optometry 
12th and Spencer Ave., Philadelphia 
Dr. Arthur Shlaifer 
Pennsylvania State College of Optometry 
12th and Spencer, Philadelphia 
Dr. F. W. Sinn 
Pennsylvania State College of Optometry 
i2th & Spencer Ave., Philadelphia 
Dr. Frank M. Stever 
1109 West Main St., Norristown 
Dr. John C. Stull 
Washington 
Dr. Fred W. Sutor 
12 So. 12th St., Suite 1109 
Philadelphia 
Dr. Irving J. Suttin 
114 East Main St., Carnegie 


Philadelphia 


Dr. 
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Dr. I. Teitelbaum 

507 Diamond Blvd., 
Dr. R. R. Van Kirk 

122 West Ist St., Oil City 
Dr. Gordon W. Venable 

16 Armat St., Germantown 

Philadelphia 
Dr. A. D. Venuto 

1548 E. Passyunk Ave., 
Dr. William O. Vivian 

28 East 3rd St., Media 
Dr. William G. Walton, Jr. 


Johnstown 


Philadelphia 


Pennsylvania State College of Optometry, 


12th and Spencer Ave., Philadelphia 
Dr. John R. Wittekind 

99 W. Trenton Ave 
Dr. Richard J. Wixson 

8 West Sunbury St.. Shamokin 
Dr. LeRoy Robert Woodring 

922 Hamilton St.. Allentown 
Dr. Arthur G. Wright 

137 W. Louther St., 
Dr. N. A. Zevin 

1924 Main 


PUERTO RICO 
Dr. William J. Denton 


Ponce de Leon, 1708, Santurce 


RHODE ISLAND 


Dr. J. A. Bainton 

268 Westminster St., 
Dr. Thomas Costa 

334 Westminster St.. Providence 
Cdr. F. P. Mooney, MSC, USN 

UL. S. Naval Hospital, Newport 
Dr. Lester L. Thomas 

Stadium Bldg... Woonsocket 


SOUTH CAROLINA 


Dr. A. E. Bellune 
Masonic Temple, 
Dr. L. Wayne Brock 
338 No. Main St. 
Dr. W. C. Ezell 
\ndrews Bidg., 
Dr. Ned P. Hobbs 
119 Cashua St., Darlington 
Dr. Clifford C. Johnson 
Andrews Bldg., Spartanburg 
Dr. B. B. Parks 
204 E. Coffee St. 


SOUTH DAKOTA 


Dr. P. O. Dickinson 
226 Midwest Bldg., 
Dr. Donald P. Hines 
1114 Main St., Sturgis 
Dr. Charles J. Kruger 
844 West Main 
Dr. Donald D. Slater 
Evans Hotel Bldg., 
Dr. Ralph E. Wick 
Woolworth Bldg., Rapid City 


TENNESSEE 


Dr. M. E. Broom 
Southern College of Optometry 
1246 Union Ave.. Memphis 


Morrisville 


Carlisle 


Northampton 


Providence 


Greenville 
Greenville 


Spartanburg 


Greenville 


Aberdeen 


Vermillion 


Hot Springs 


Dr. Irving P. Filderman* 

811 Three Sisters Bldg., Memphis 
Dr. B. E. Kehl 

1590 Linden Ave., 


TEXAS 


Dr. B. W. Armistead 
406 LFD Drive, Littlefield 

Dr. Alfred I. Aron 
2221 Fulton, Houston 

Dr. Wilma Babex 
911 Burnett St, 

Dr. Glenn S. Burk 
LED Drive, Litthefield 

Dr. Darrell B. Carter ve 
College of Optometry, University oi * 
Houston, Houston 

Dr. Wm. L. Cheatham, Jr. 

307 Shell Bldg... Houston 

Dr. Jess Boyd Eskridge 
College of Optometry, 
Houston, Houston 

Dr. Nelson Greeman 
249 E. Hildebrand, San Antonio 

Dr. Theodore P. Grosvenor 
College of Optometry 
University of Houston, Houston 

Dr. William C. Kramer 
924 Prescott St.. Kerrville 

Dr. S. K. Lesser 
307 Insurance Bide... 

Dr. Max Levy, Jr. 
4411 Montrose Blvd Hlousteun 

Capt. L. R. Loper 
H ., USAF School of Aviation Medicine 
Randolph Air Force Base 

Dr. Bernard Mazow* 

4118 Fannin St.. Houston 
Lt. are? John E. Milloy, MSC., USNR. 
S. Naval Hospital. Corpus Christi 

Major Floyd M. Morris, USAF (MSC) 
School of Aviation Medicine, USAF 
Randolph Air Force Base 

Dr. Chester H. Pheiffer 
College of Optometry, Usiversity of 
Houston, Houston 

Dr. Mark Pomerantz 
Sinton 

Dr. J. G. Shelton 
Littlefield Bidg., Austin 

Dr. Charles Reese Stewart Ba 
College of Uptometry, University of ; 
Houston, Houston 

Dr. Ira E. Woods 
406 LFD Drive, Littlefield . 

Dr. Ralph Woolsey a 


Memphis 


Wichita Falls 


University of 


Fort Worth 


205-206 Palace Drug Bldg. Olney 
Dr. O. Reynolds Young 
6005-A_ Berkshire Lane, Dallas 


VERMONT 


Dr. Walter I. Auber 

8 Hillcrest Road, 
Dr. Leland G. Chase 

10 Summer St., Springfield 
Dr. Alan E. Evens 

439 Main St.. Bennington 
Dr. Douglas F. Green 

187 Bank St.. Burlington 
Dr. Walter H. Johnson 

44 Bank St., St. Albans 


Springfield 
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Dr. A. B. Jordan 
Brattleboro 
Dr. G. F. Preston 
10'4 N. Winooski Ave., Burlington 


VIRGINIA 
Dr. H. E. Cross 


202 Doniphan Bldg., Alexandite 
Dr. Richard Feinberg 
litmus Optical Company, Petersburg 
Dr. Carl A. Kauffman 
144 No. Main St., Suffolk 
Dr. William W. Royall, Jr. 
133 28th St. Mewport News 
Dr. R. A. Sherman 
ritmus Optical Company, Petersburg 
Dr. James P. C. Southall, ( Hon.) 
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OPTICAL FASHIONS IN THE NEWS 


New Color, Trim and Temples Make Mansfram and 
Ladysfram the Last Word in Eyewear Fashion 


Two strong and handsome new colors broad 
en the popular Mansfram’s appeal to men 
Burnt Ash, a smoky brown with black and 
gray stratas, can be worn equally well with 
blacks, charcoals, grays and browns. Mahog- 
any Briar is a rich and masculine briar 
brown, livened with translucent bands of 
mahogany reds. Mansfram’s seven colors 
and six temples, plus Tempeloc and Bar 
reloc, give you a choice for every taste 


Ladysfram, dressed in conservative No. 23 
Antique Endpiece Trim, is captivating new 
ranks of women. A tailored type of trim 
1/10 12K gold filled, the No. 23 is smart 
and elegant rather than sparkling and flashy 
Looks weil with the new Lurium temples or 
as shown, with the No. 63 Deluxe temple 
Choice of antique brown on mello, or an- 
tique blue or ebony on white 


New No. 62 all-Lurium Temple is pictured 
above on Mansfram. No. 65 Lurium Temple 
has crystal tips. Front and back views shown 
at right. Hinge countersunk in side for extra 
security and good looks. Equipped with new 
Tempeloc hinge pins as well as screws 


MINNESOTA OPTICAL COMPANY 


Exclusive Supplier — for the Profession 
621 West Lake St., Minneapolis 8, Minnesota 


RE 


UPPER MIDWEST COUNCIL FOR BETTER VISION 
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No piece droop”’, the 
new look in combination 
frames. The gay look, styling 
—, that sells. See the new combi- 
UNIVIS .. ‘ 
nation with the world’s most 


CGAY BROW, wanted style and structural 


features. Univis Gay Brow. 


by UNIVIS 


A COMPLETE Rx SERVICE lutu City OPTICAL COMPANY 


MINNEAPOLIS + MINNESOTA e@ WILLMAR 


PRACTICE FOR SALE 


@ 


Well-established seven-year 


optometric practice for sale 
in North Minneapolis, Min- 


COMPLETE OPHTHALMIC 


modern office building with Servtted. 


dentist. Owner deceased. to the PROFESSION 
Must have Minnesota license. Pitti GRINDING 
Call or write Mrs. L. Gerald vs Cuddly MATERIALS 


nesota. Ideal location in new 


Leonard, 2136 Lowry Ave. on 
N., Minneapolis, Minnesota. St. Paul, Minn. * Austin, Minn. * Bemidji, Minn. 
w wn, Grond Forks, 
JA. 2-9459, otertown rond Forks, N.D. 


We 
. ‘S THE WALMAN OPTICAL COMPANY 
229 Medical Arts Building Minneapolis 2, Minnesota 


FOUNDED IN NINETEEN HUNDRED FIFTEEN 
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RADIATIONS FROM 
3900” TO 7700” 


are very important to your patient for superior effectiveness 
and added comfort. 


PRESCRIBE THERMINON LENSES 


Therminon Lenses are scientifically formulated to give your 


patient more visual comfort. 


The certificate you receive with your finished Rx guarantees 
that genuine Therminon Lenses have been used. It protects 
your patient and the laboratory. 


Reliable Laboratories Never Deal in imitations 


THERMINON LENS CORP. Des Moines, lowa 


NOW AVAILABLE TO THE OPTOMETRIC PROFESSION: 


THE WOLFE TONOMETER 


The use of the Wolfe Scleral Tonometer has been validated 
for the measurement of increased intra-ocular pressure as 
in glaucoma. 

it may be used for the detection of abnormal diurnal vari- 
ations, marked differences in comparative pressure of the 
two eyes and in conjunction with optometrically applied 
provocative tests, all indicative of incipient glaucoma. 

A brochure describing the specific instrumentation and 
summary of research will be sent upon request. 

The Wolfe Tonometer is available in limited quantities, and 
may be purchased directly. 


46° 
F.0.8. CHICAGO 
DEPARTMENT OF CLINICAL RESEARCH 


Illinois College of Optometry 


Technology Center 
3241 SO. MICHIGAN AVE., CHICAGO 16, ILLINOIS 
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new 800-page book 


800 pages of pertinent information on all phases 
of contact lenses. 


197 illustrations, many in full color. 


Authors: Theo. E. Obrig and Philip L. Salvatori, 
well-known pioneers in the field. 


Just published: $15 per copy. 
Send your order to: 


2) 
: 3) More than 600 papers and textbooks cited in bibliography. 
4) 


49 Bow Street, New York ¥ 


~ : A soft embroidered felt case 
ANN MEN LIGHT AND FANCY 
A OUNCEMENT BY Gay, few and different there's the dressmaker's 
dummy, the candy jar, the French poodie and the bird 


Illinois College of Any ce! 


OPTOMETRY and contrasting colored felt linings. Available also as 


2 double case to hold both regular and prescription sun 
glasses. Select from fresh, gay spring colors. Write 
Applications for admission to for free sample and price list. KELLEY & HUEBER, 
classes beginning September 8 INC., 4052 Haverford Avenue, Philadelphia 4, Penna. 

1958 are now being received 


Three year course 
of professional study 
Leading to the Degree of 
Doctor of Optometry 


Requirements for Entrance: 
Two years (60 semester hours or 
equivalent quarter hrs.) in spe- 
cified liberal arts and sciences. 


WRITE FOR BULLETIN 
TO: REGISTRAR 
ILLINOIS COLLEGE 
of OPTOMETRY 
3241 So. Michigan Ave 
Technology Center, Chicago 16, Ill. 


KELLEY & HUEBER, INC. ~ Serving the optical industry since 1849 


AUSTRALIAN COLLEGE OF OPTOMETRY 


Applications are invited for the post of Lecturer at a commencing salary of 
£A1,750. Applications should be lodged with the Chairman, Council of the 
Australian College of Optometry, 177 Collins Street, Melbourne, Victoria, 
Australia, by Ist June, 1958. Applicants should be prepared to commence duty 
not later than 2nd January, 1959. Copies of the Terms and Conditions of 
Appointment and a Handbook of the College may be obtained from the Editor 
of this Journal. 
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the new Univis ALL-BOY 


In the first place —boys do not want glasses. 
It’s not a question of vanity, they just get in 
the way. Therefore, any successful boy’s frame 
has to be something pretty special. It must be 
strong to offer the least possible resistance to 
their active lives. And it must look masculine 
enough to prevent ridicule from their friends. 
With all this, the frames must make them look 


The UNIVIS Lens Company - Dayton, Ohio 


Sizes: (E and Lp : 38/1 
38/20, 40/18. 40/20, 


like little shieks when the occasion arises! 

Tough assignment. Butch does it. 

Two-tone (like Dad's). Tough, stress-resist- 
ant design. Shaped to conform to young faces, 
pads designed for boyish noses. Choice of Rid- 
ing Bow and Skull temples, full range of he-man 
colors. Butch has all the features to make it 
your most popular boy’s frame. 


Temples—Riding Bow (LO) 54%”, 5%", 6” 
Skull (LO) 5”, 
(LB) 3%”, 4", 4%" 
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Another Smash Hit 
COMMERCIAL! 


Now, from one of America's leading stylists, 3 frame of distinction 
to Hatier milady's loviiness. They look expensive, bul they're 
nol. We will be happy to send you somples of Top 
Most frames for your inspection. Join our 

ovtomatic sampling prog 


Sryieé a 
sfyied 
color coord et 
set over cleo: 


Sitferest filigree temples 

Colers: Chercoo!, Siote 
Sive end Mink — off on 
cryste! with white lemiccte. 


TYLE 
Righlight to the fashions” 
ween? Fromme, 
Chorcos!. Sicte 
and Monk — oll on 
with white lominate 


COMMERCIAL | OPTICAL co. 
BOX 1215, OMAHA, NEBR. 
Please send me: 
([] Surprisingly Low Prices on Top Most 
Frames 
(_] Complete Frame and Rx Catalog 


COMMERCIAL OPTICAL CO. B® aes My Neme to Your Automatic 
Wholesale Optical Supplies so 
OMAHA, NEBRASKA 


The Leading Independent Rx Laboratory 
in the United States 


COMPLETE Rx SERVICE 
Send us your Rx work. Fast 24 hour service 
anywhere in the United States. Our modern 
laboratory con handle any job, large or smoil. 
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